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Dream and Fulfilment 


The Surgeons’ Hall of Fame 
of the 


International College of Surgeons 


Dr. Max Thorek, Founder 


founding of the International Col- 

lege of Surgeons, a coexistent dream 
awoke in my mind—the vision of some 
bright day, perhaps not too far in the 
future, when men of genius of our pro- 
fession all over the world, in all ages of 
recorded history, should receive due recog- 
nition and perpetuation of their great 
achievements; of a place where, in dignity, 
beauty and peace, their lives and their 
works should be enshrined forever. For 
if “the laborer is worthy of his hire,” 


» gests coincidentally with the 











INTERNATIONAL SURGEONS HALL OF" FAME . CHICAGO: 





SCHMIDT GARDEN’ @ ERIKSON - 


is not the conqueror of pain, disease, ig- 
norance and superstition worthy of much 
more? Has he not earned immortality 
even on earth? 

My vision set this shrine in America, 
symbol of freedom; but I saw therein men 
from every nation on earth—men who, 
consciously or unconsciously, realized and 
acted upon the great truth upon which our 
College is founded: that science has no 
fatherland but the world. The newborn 
International College of Surgeons was ob- 
viously and happily the appropriate group 
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Architect’s sketch of the arcade in the Surgeons’ Hall of Fame, showing niches for memorials to 
famous surgeons of all nations and from the beginning of surgical history. The Hall of Fame will be 


housed in the Home of the International College of Surgeons in Chicago. 


Additional views will be 


presented in the February issue of the Journal. 























Architect’s drawing of the Home of the International College of Surgeons on Chicago’s 

Lake Shore Drive. The Home is here shown as it will appear after integration of 

the present headquarters at 1516 (left) with the adjoining building at 1524-26 (right). 

The second building is a recent purchase of the College to meet the expanding needs 
of the organization. 





to create such.a shrine—a Hall of Fame 
for surgeons, excluding none whose 
achievements bespeak his entrance, re- 
gardless of creed, color, epoch or national 
origin. 

This dream, once manifested, was al- 
ways with me. It had to be put aside for 
a time while we dealt with the exigencies 
of building a new organization planned on 
so broad a base; it had to wait until the 
International College might justly lay 
claim to its sponsorship, and until a fitting 
place and time had been determined. For 
several years now we have had the beau- 
tiful College Home in Chicago, but even 
this, with the routine headquarters activi- 
ties abuzz within it, did not seem entirely 
meet for our Hall of Fame. With the 
purchase, not long ago, of another majes- 
tic old mansion adjoining the first, the 
realization of my dream became possible. 
The College meanwhile, having been bless- 
ed with the ever-growing strength and 
achievement its high principles and con- 
sistent practice deserve, had more than 
readied itself to discharge the trust. The 


long wait is over; the felicitous time has 
come; the International Surgeons’ Hall of 
Fame is an accomplished fact. At a recent 
meeting of the Board I projected the plan, 
which was met with unanimous acclaim. 


We talked it over, noting that neither 
in the Hall of Fame in Washington, which 
is confined to statesmen, nor in the more 
inclusive Hall of Fame at New York Uni- 
versity, have the great, surgeons of the 
world been given their due. A recent edi- 
torial in Science, written by the curator of 
the Hall of Fame in New York, points out 
this inequity succinctly. “Certainly a 
scientist like Gibbs,” says this writer, “or 
a physician like Beaumont or MacDowell, 
has made his record, and is it not logical 
to expect .. . some scientific body to her- 
ald the achievements of those within its 
own ranks?” 

Most certainly it is, and surely no scien- 
tific body is so well equipped for the task 
as the International College of Surgeons, 
which from its very inception has taken 
the whole field of surgery, as wide as the 


world and as long as history, for its intel- 
lectual homeland. The final logic of the 
enterprise from our point of view lies in 
the fact that there is nothing in our Char- 
ter, our Constitution or our By-Laws that 
would confine access to surgeons of any 
one country. We see in the Hall of Fame 
another signal opportunity to foster inter- 
national friendship with surgeons and 
through them with the peoples they serve, 
wherever they are. 

Accordingly, plans for the Hall are mov- 
ing apace. Architects are already at work; 
blueprints have been drawn, a prelimin- 
ary slate of officers appointed. An Elec- 
toral College of approximately 150 mem- 
bers is being arranged, with medical his- 
torians representing all Sections of the 
College both here and abroad. Nomi- 
nations, however, will not be confined 
to member nations; in the spirit of un- 
limited exchange of ideas that has always 
animated the College, names will be ac- 
cepted from any surgeon on earth, and the 
Electoral Senate will deal impartially and 
judiciously with all. A decisive vote of 
the College will admit the nominee to per- 
petual abode in the Hall of Fame. Since 
time alone can bear witness to lasting 
worth, only the names of surgeons whose 
achievements have outlived them for a 
period of years will be eligible. 

Designs for suitable memorials of the 
great men elected are already in the mak- 
ing, and the architectural details of the 
international shrine will shortly be made 
public. The Hall of Fame, together with 
the lectures on surgical history that will 
be given in the spacious amphitheatre 
to be constructed in the new section of 
the Home, will perpetuate through genera- 
tion after generation of our posterity the 
fair fame of the great apostles of surgery 
from time immemorial and from every 
corner of the civilized world. 

A long and brilliant list is ready to hand 
—the scroll of names that have come to us 
out of the past, from Hippocrates’ time 
and before it; the names of men who blaz- 
ed across the world like meteors, who lit 
the dark corners of history with hope. 





There will be names, too, of later eras than 
these—names still, through desperate cen- 
turies, stained again- and again with the 
blood of persecution. There will be names 
still newer—names of men who, freed at 
last from the shackles imposed by super- 
stitious fear, have pioneered farther and 
farther toward the truth. 

We shall honor these men, but not so 
much as they will honor us. As Agesilaus 
truly remarked, “It is not the places that 
grace men, but men the places.” We are 
but paying another instalment of our age- 
long debt to those who cleared the way for 
us, a debt to which we can never write 


“paid in full.” Without the heritage of 
knowledge and skill bequeathed us by the 
genius of the past, the genius of the future 
would be but a flickering torch. 

We make this tribute, therefore, in grat- 
itude and all humility, with the hope and 
prayer that the God of all knowledge and 
truth, the Compassionator of all human 
agony and the Source of that spark of 
creative power in man which has kindled 
every consoling fire men know, will grant 
His blessing in perpetuity to the Interna- 
tional Surgeons’ Hall of Fame, making it 
in truth and earnest an inspiration to all 
who enters its doors. 


Committee on Arrangements 


for the 


International Surgeons’ Hall of Fame 


Plans and arrangements for the Surgeons’ Hall of Fame are actively in progress. 


The Committee is as follows: 


Rudolf Nissen, M.D., F.A.C.S., F.I.C.S. (Hon.), University of Basel, Switzer- 


land, Chairman 


Morris Fishbein, M.D., F.I.C.S. (Hon.), Co-Chairman 

Henry W. Meyerding, M.D., F.A.C.S., F.I.C.S., Rochester, Minnesota 
Raffaele Bastianelli, F.I.C.S. (Hon.), Rome, Italy 

G. E. Konjetzny, M.D., F.I.C.S. (Hon.), Hamburg, Germany 

A. Mario Dogliotti, M.D., F.A.C.S. (Hon.), F.I.C.S. (Hon.), Torino, Italy 
Sir Zachary Cope, M. B., F.R.C.S. (Eng.), F.I.C.S. (Hon.), London, England 
Carlos Gama, M.D., F.B.C.S., F.1.C.S. (Hon.), Sao Paulo, Brazil 

Alexander Brunschwig, M.D., F.A.C.S., F.I.C.S. (Hon.), New York 

Hans Finsterer, M.D., F.R.C.M. (Hon., Eng.), F.I.C.S. (Hon.), Vienna, Austria 
Raymond Darget, M.D., F.I.C.S. (Hon.), Bordeaux, France 

Felix Mandl, M.D., F.1.C.S. (Hon.), Vienna, Austria 


The rules and regulations adopted, as well as the criteria for admission and the 
details of procedure and protocol, will be announced in the near future. 
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Plastic Reconstruction of the Hip with Nylon” 


RENE CHARRY, MLD., F.LC.S. 
TOULOUSE, FRANCE ee 


HE surgeon’s task, especially the or- 

thopedist’s, is not only to perform a 

blameless operation with an unfail- 
ing hand; it is more than that. It is to 
consider a suffering being, apprehend his 
pain at its deepest and, being better in- 
structed than the patient about his over- 
whelming misery, afford him the human 
satisfaction he is entitled to for the pres- 
ent and the future. This requires due re- 
flection and resolute action. 

Easy solutions to the problem should 
be rejected ; they may seem promising, but 
their use may prove mutilating. Through- 
out this study, therefore, I shall emphasize 
physiologic reconstruction as against artic- 
ular prosthetic reconstruction. 

*The author is indebted to Dr. Short of Boston and Prof. 
Wilson of New York for the idea of using nylon in articular 
“ee ‘at the Eighth International Congress of the Interna- 
tional College of Surgeons, Madrid, Spain, May 1952. 

Former chief of the Clinique de Chirurgie Orthopedique a 


la Faculte. 
Submitted for publication Aug. 5, 1952. 


Articular Plastic Reconstruction with 
Nylon.—Articular nylon plastic recon- 
struction aims at insuring the mobility of 
the reconstructed joint by means of a 
nylon film placed between the articular 
surfaces. The nylon film is a transparent 
plate 8 by 5 by 11 cm., Type 6, 0.05 cm. 
thick (Fig. 1). 

My procedure necessarily implies the 
preservation and use of the osseous body 
of the femoral head. It may succeed in the 
treatment of various coxopathic condi- 
tions, but for one of them it is particularly 
well fitted: secondary coxarthrosis, which 
spreads in a hip with an inveterate sub- 
dislocation, the purely mechanical nature 
of which gives full value to the surgeon’s 
action. 

Nylon arthroplasty also makes manda- 
tory—even when the use of this material 
is recommended—early surgical interven- 
tion. 
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In collaboration with Prof. S. de Seze anatomopathologic sections, that the peri- 
I have shown, in a motion picture pre- articular alterations associated with sec- 
sented at the Seventh Congress of Articu- ondary coxarthrosis occur early and that 
lar Diseases, New York, 1949, by accurate the result of plastic repair is all the better 


Fig. 1.—Flexible nylon plate, 0.5 em. thick. This plate can be modeled. 


10/49 6/50 5/52 


1 Sy ‘ay 


B C 


Chart 1 (Case 1}.—Roentgen tracings of M., aged 14, with inveterate congenital subluxation. A, 

forepart, front view; B, intermediary tracing; C, postoperative tracing, front view. Spot due to 

hypotrophy of quadriceps muscle caused by operative pinching, an infrequent incident that imposes 
strict cauticn on the surgeon. Result excellent as to mobility. 


2 





VOL. XIX, NO. 1 


CHARRY: NYLON REPAIR OF HIP 


‘ie., 

- Endo-méso péniartérite 
avec infiltrations plasmo- 
cytaires. eal 


Fig. 2—Conjunctive tissue taken off the joint outside the articular capsule. A 


fragment section. 
presence of congenital subluxation. 


It stresses the early alteration of periarticular tissues in the 
Perivascular phenomena are clearly evident, 


together with lymphoplasmocytic infiltrations and the phenomena of “stenosante” 
periarteritis. 


if the operation can be performed on u 
joint surrounded by sound, pliant peri- 
articular tissues. 

Therefore, plastic reconstruction with 
nylon implies three considerations: (1) 
the minuteness of the operative procedure, 
(2) the mechanical nature of coxarthrosis, 
and (3) the desirability of early interven- 
tion. 

Nylon is not limited to this use, however. 
It may also be employed as a means of 
reconstruction in surgical re-education 
(see table, Case 7) inveterate congenital 
subdislocation in adolescents (Case 1) vas- 


cular coxarthrosis not evolutive, even in 
the case of geodes (Case 2), and in certain 
types of inflammation, with caution. Its 
results, which may be less impressive in 
the last-mentioned instance, are still under 
careful study; however, I have certainly 
obtained a very fine result (Case 6). 
Roentgen Appearance.—In contrast to 
secondary arthrosis (Fig. 3A), nylon 
plastic repair of a joint on roentgen study 
(Fig. 3B) shows a return to the normal 
shape, or almost so, a hip with its diaphy- 
sis, neck and head, and a deep acetabulum 
(Fig. 7), a structure gradually limited by 
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Fig. 3.—A, secondary arthrosis with frothing of the femoral head. Internal osteophytosis as described 

by Rutishauseer is clearly seen at the lower internal pole. I am striving to make the greatest use of 

this portion in remodeling t ehhead. B, operative film showing how the cephalic body may be used 
—under the diaphysis blade by which the collar ends within the femoral head. 


a cortex (Fig. 4). Morphologic reconstruc- 
tion depends upon preservation of the 
osseous body. Here I must stress an idea 
for which I am indebted to Prof. Rutis- 
hauser and his disciple Grasset: While 
the repairs are being made, changing the 
upper end of the femur into a modified, 
distorted, repaired hip, some new sound 
bone, apt to change into useful bone, ap- 


pears; it forms always at the same point, 
on the inner fore side of the femoral head: 
it is the internal osteophytosis (Figs. 8 
and 3A). This internal osteophytosis 
should be used to the best effect, for it 
is essential to the structural renovation of 
the hip thus carved (Fig. 3 B). 

The opposite pole is the seat of degene- 
rate and necrobiotic lesions, geodes, in- 


Chart 2 (Case 2, opposite).—Roentgen tracings of Mrs. P., aged 50; secondary arthrosis with vascu- 


lar disturbances. 


A, forepart, front view; B, forepart, profile; C, intermediary tracing; D, postop- 


erative tracing, front view. Good result achieved only after strict reeducation through neurotomy of 


obturative nerve. 


shown by abnormal twisting of the upper end of the former femur. 


Result would be far better if patient submitted to “osteotomy of derotation” as 


Patient is much pleased. Atten- 


tion is focused upon the geodes and vascular troubles, despite which a good result was achieved. It is 
very important, however, to operate before this stage has arrived, For secondary arthrosis, interven- 
tion must be early. 
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farcts and surface erosion, with pathologic 
alteration of tissues. Therefore, a funda- 
mental conclusion appears: there are, in 
the femoral head, zones of pathologic 
tissue and zones of sound tissue. The sur- 
geon must know how to use the better 
tissue for the reconstruction. 

As for the functional recovery of peri- 
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articular tissues, the earlier the interven- 
tion, the more complete the recovery will 
be. Clinical study reveals a surprising mo- 
bility from the very first days, and soon 
a flexibility that is almost complete (Fig. 
9). : 

No bad consequences have been en- 
countered. One point may be mentioned, 


Fig. 4.—Three roentgenograms taken at intervals of a few months, showing reappearance of the 
cephalic outline and, above all, thickening of what was the internal osteophytosis and the lessened 


density of the diaphysis blade ending the collar. 


The osseous webs~tend to become homogeneous. 


Fig. 5.—A, secondary arthrosis connected with vascular phenomena, theoretically an ill-chosen ground 


for nylon arthroplasty. 


B, profile view showing the arrangement of geodes. 


Preservation of the 


femoral head is possible here. 


6 
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Fig. 6.—A, postoperative film: new modeling of the femoral head, not yet covered with cortex. B, 

film taken four months later, with reappearance of the cortex. Note how outline of geodes tends to 

disappear as function is regained. Therefore geodes are not a priori an absolute contraindication 
with regard to preservation of the femoral head. 


Fig. 7.—Schematic drawing showing exact purpose of remodeling in nylon arthroplasty. 
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Chart 4 (Case 4).—Roentgen tracings of Mr. M., aged 40. Patient had secondary arthrosis asso- 
ciated with vascular disturbances in an alcoholic field unsuitable for operation. A, forepart, front 
view; B, intermediary tracing; C, postoperative tracing, front view. Good result in spite of various 


incidents connected with patient’s alcoholism, which made him ill-fitted for reeducation. 


Walk is 


satisfactory; mobility is sufficient though limited. An “osteotomy of derotation,” the F—shaped 


callus of which can be seen, was necessary to straighten the foot in external rotation. 


This case 


demonstrates the difficulties encountered because of the patient’s condition and the operative field. 
For alcoholics it is perhaps preferable to use an acrylic plastic, though in my opinion this is bound 
to have a mutilating effect. 


as a matter of common sense: while re- 
shaping this spongy bone, one obtains a 
tissue without a cortex—at least on the 
greater part of its outline (Fig.6 A). In 
order to escape destruction, it must not 
undergo any pressure in any way until 
endowed by nature with a_ protective 
covering (Fig. 6 B). 

Practically speaking, the foot will not 
touch the ground again until the end of 
the second month. Stretching is continued 
during the night through the first weeks. 

Technic.—The technic is that of fascial 
arthroplasty, which I have described in my 
book Modern Surgery of the Hip.* The 


*La Chirurgie Moderne de la Hanche: Apport de la 
radiographie de Profil, Paris, Doin et Cie, 1948. 


approach is made laterally through the 
frontal portion (Fig. 10A). The cut is 
made along the iliac crest, then down 
through the outer front part of the thigh 
opposite the stretching sartorial space of 
the fascia lata, and curves in its lower por- 
tion toward the rear part of the thigh. 
The stretching sartorial space is located, 
an iliac plate taken off in the manner of 
Rocher and the buttocks brought down; 
the aponeurosis of the fascia lata stretcher 
is sectioned farther down. A powerful 
bent retractor resting upon the neck of 
the femur bends the psoas iliacus inside. 
As a rule the latter fans out on the fore- 
part of the capsule. 

The rectus femoris muscle is sectioned 





Chart 3 (Case 3, opposite).—Roentgen tracings of B. Inveterate congenital subluxation with incipi- 


ent secondary arthrosis. A, forepart, front view; B, forepart, profile; C, intermediary tracing; D, 

postoperative tracing, front view. Excellent functional result; complete mobility, no limping; roent- 

gen ray shows “lateralization” of the head, well propped against a solid shelf operatively constructed 

in due time, which completed the treatment. An interesting result, showing what perseverance of the 

patient and the surgeon can do. If the complementary shelf operation had not been used, the result 
would be a really bad one; this observation shows nature’s power of adaptation. 


9 
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at its insertion and bent down. After in- 
jection of arthrocain into the joint, the 
articular capsule is opened into two shut- 
ters, which are now brought down with 
T-shaped pincers. The joint is then widely 
exposed. The knife should clear the cap- 
sule well forward internally. The assistant 
entrusted with the handling of the lower 
limb then easily pulls the head out of the 
acetabulum. After investigation of the 
lesions, one proceeds to prune the head 
by wide cutting with very sharp chisels, 
carefully avoiding injury to the cortico- 
cartilaginous covering of the upper pole 
of the head (Figs 10 B and C). What is 
fundamental is to make maximum use of 
the choice tissue of the “internal osteophy- 
tosis” and preserve most of the solid cepha- 
lic dome; the rest of the altered portion 
may be widely made away with. 

The reamer produces the spherical out- 
line of the head reshaped as described. 
An inventory of the acetabulum is advis- 
able. The thin No. 12 chisel cuts a furrow 
which will be used in setting to work upon 
the wall of the acetabulum with Van Nes’ 
chisel (Figs. 11 and 12 A), which is easier 
to handle than Smith-Petersen’s. The work 
is completed with the reamer; the new 
acetabular aperture obtained in this way 
must be deep and retentive (Fig. 12 B). 
If necessary, the roof of the acetabulum is 
dissected and lowered (Fig. 13). When the 
femoral head has been reintroduced into 
the acetabulum the latter is kept tied by 
means of a strong spongy graft taken off 
the iliac crest. 

The cowling of the head is the next step 
in the procedure. It is done with a nylon 
bonnet prepared beforehand in the size 
required (Fig. 14 A). To this end I make 
use of an embroidery frame, which makes 


CHARRY: NYLON REPAIR OF HIP 


L’OSTEOPHYTOSE INTERNE 


(Rutishauser) 
UTILISABLE 


Fig. 8.—Internal osteophytosis described by Ruti- 

shauser of Geneva; showing lower internal por- 

tion of the frothing femoral head. The tissue is 

sound and may be used in the technic described. 

The surgeon should preserve as much of it as 
possible. 


the work much easier (Fig. 14B). The 
bonnet, held tight around the femoral neck 
(Fig. 15), takes the form of the head, 
which is brought back into the acetabulum. 
The capsule, which I keep carefully in its 
fibrous planes, is pulled down and seamed; 
all synovial alterations have been resected, 
of course. The rectus femoris muscle is 
put back into its place and fastened with 
catgut sutures. The iliac head is sutured 





Chart 5 (Case 5, opposite).—Roentgen tracings of Mrs. L., a patient with secondary arthrosis. A, 


forepart, front view; B and C, intermediary tracings; D, postoperative tracing, front view. Good re- 
sult in spite of an incident that might have been very serious, reluxation of the head while the patient 
was being carried from the operating table back to bed. Exceptionally, it was not possible to make the 


roentgen study until after a lapse of eight days. This examination, as a rule, is always done on 
the operating table (shelf operation). New immediate intervention, completed by lowering of the 
roof. Mobility regained after a long period of meticulous treatment, well compensated by result; 
flexibility good; walk in process of becoming excellent. (Roentgen operative examination on the 
table is necessary when at all possible. Conveying must be performed carefully. This case is an 
example of what can result from the energy of a patient who wants to get a good result. 


11 
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Fig. 9.—Photograph showing wide recovery of flexion in a case of primary arthrosis 
(Case 6). All movements have been regained. 


with transosseous stitches. The fascia lata, 
the aponeurosis, and the subcutaneous and 
cutaneous tissues are sutured separately. 

The patient is immobilized in plaster 
for the ten days necessary to obtain good 
sears, with the limb in abduction or in- 
ternal rotation. In my opinion, this period 
of immobility is highly important; it allows 
the different planes to become properly 
searred. Until they become organized, I 
do not consider it advisable to allow mobil- 
ity; in any case, experience has proved 
that the eight “lost” days did not inter- 
fere with subsequent mobility—far from 
it. 

Recuperation during the postoperative 
period (Fig. 1C) is very simple: passive 
motions of flexion, abduction, adduction, 
and internal rotation by means of a wooden 
splint bearing small shells which run on a 
smooth plane‘and an autostatic boot worn 
at night to prevent resumption of external 
rotation. Pedaling is allowed after three 


weeks, but I take care not to permit the 
weight of the body, even if supported by 
crutches or sticks, to weigh upon the re- 
constructed joint until the second month 
at least. What is fundamental during the 
time of reeducation is the way the patient 
walks. The patient must not only take up 
his knee when walking, as this keeps him 
from dragging his foot; he must also push 
with his toes to restore hyperextension of 
the surgically treated thigh, which makes 
his step as elastic and harmonious as ever. 
The use of scales hung parallel to the 
ground and elevated a few inches, in use 
at the French Re-education Center of Va- 
lenton, is very useful for this purpose. 

I have been using this method of ap- 
proach (wide, external, frontal) since 
1941 and still use it, for many reasons. 
First, because in secondary arthrosis the 
femoral head, almost protruded out of 
the joint, forms a bulge in Scarpa’s tri- 
angle, and because I think it logical to 
cut the opening wherever it finds itself. 
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The second reason is that the technic 
allows ample light. The third is that it has 
no mutilating effect and -permits quick 
recovery. Finally, it is easy to make it 
wider still if one uses the device shown by 
Van Nes. It bends the iliac crest toward 
the midline, kept aside by two long nails 
well driven into the upper stratum of the 
ilium. : 

Very often, as I have said, the dissection 
and falling of the roof complete the hollow- 
ing out of an acetabulum operated upon 
in the background of the acetabular bowl 
(Fig. 13). The roof, dissected and made 
mobile, is supported by a strong triangular 
graft taken off the iliac crest; its spongi- 
ness makes it easy to grasp. 

Indications.—One chief use of this pro- 
cedure is in the treatment of secondary 
arthrosis; others, less imperative, include 
vascular coxarthrosis, at least in some in- 
stances. 

How can one determine the safe limits? 
Prof. Rutishauser and I are now striving 
to answer this question. More uses are 
possible, but they are not without risk. 
The operation may also be used for in- 
flammatory coxarthrosis—an inadequate 
word, but it renders faithfully the complex 
character of some lesions—without appar- 
ent periarticular phenomena and without 
large geodes. 

Finally, it can be used for surgical re- 
duction of congenital luxations or adoles- 
cent subluxations at the critical time, past 
the age of 9 years or before full growth is 
attained, with as many reservations as 
apply to other methods, because as soon 
as luxation is present one should not use 





Fig. 10 (opposite).—A, incision and articular 
opening. Note large light area on capsule and 
head, as gluteus muscle is deviated, iliacus and 
sectioned rectus femoris. B, opening of capsule 
into two shutters. Proliferating cephalic lesions 
of osteocartilage appear clearly. It is easy to 
achieve an accurate remodeling with ordinary 
vision. C, remodeling almost completed. 
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Chart 6 (Case 6, opposite).—Roentgen tracings of Mrs. F., aged 30, with primary arthrosis. A, fore- 

part, front view; B, forepart, profile; C, intermediary tracing; D, postoperative tracing, front view. 

Result excellent;- nearly complete mobility (see Fig. 14). Flexion, abduction, rotation; sensibility 

stopped three years after the operation. On examination, it is impossible to say on which side opera- 

tion was done. Attention is centered on the primary arthrosis. Formerly I considered nylon suitable 
only for mechanical arthrosis. This paves the way for more extensive studies. 


22-2-51 12+2-52 9-5-452 
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Chart 7 (Case 7).—Roentgen tracings of Mrs. Le—, aged 38, with advanced secondary arthritis. A, 

forepart, front view; B, forepart, profile; C, intermediary tracing; D, postoperative tracing, front 

view; E, postoperative tracing, profile. Excellent result four months after intervention. Mobility 

almost complete. Pliant gait proves to be quite safe. A magnificent example of what can be achieved 

by will power. With this woman the result was reached in a comparatively short time considering 
the technic employed. 
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Chart 8 (Case 8).—Roentgen tracings of Mrs. F., aged 38, with secondary arthrosis. A, forepart, 
i E 


front view; B, forepart, profile; C, intermediary tracing; D, postoperative tracing, front view; 

postoperative tracing, profile. Result not yet complete. Morphologic picture perfect. Mobility in a 

very good way to recovery. Muscle strength will be regained slowly because preoperative atrophy 
was considerable. Observation is still in progress; it is difficult to come to a conclusion. 


it; the femoral head tends toward destruc- ance shown by a side view (Fig. 5B), 
tion by compressive ulceration. which reveals, when seen from another 

The use of this method (except for cox- angle, the true condition of the preserved 
opathy) also depends partly on the appear- —_— osseous body of the femoral head and per- 
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Fig. 11.—Van Nes’ chisel, the efficient handling of which allows hollowing of the acetabulum where 
desired. 


mits one to decide how to utilize it. 

Results.—On the whole, the results thus 
far carry conviction. Since 1949 I have 
encountered only 11 cases (see table), but 
study of the observations thereon permits 
the setting up of certain rules, which may 
become less restricted in the future. A 
summary of these 11 cases is given. They 
include 9 cases of secondary arthrosis, 1 
of primary arthrosis and 1 of inveterate 
congenital subluxation. 

Of the 9 secondary arthroses, a perfect 
functional anatomic result was obtained in 
2 (Cases 5 and 8) ; an excellent functional 
result in 1 (Case 7). One is in course of 
treatment, and already a very good func- 
tional result is apparent (Case 11). In 
one other, also in course of treatment, the 
patient is very unmanageable (Case 9). 
There was 1 case of vascular arthrosis 
associated with vascular phenomena and 
huge geodes (Fig. 5 A) in a highly alco- 
holic field (Case 2) the result, however, is 
very good (Fig. 6B) but will have to be 
completed by rotation osteotomy, as indi- 
cated by the important malformation of 
the upper end of the femur. 

In 1 case of secondary arthrosis kinking 
was present, with congestive and vascular 
phenomena in an alcoholic field. The re- 
sult after reparation osteotomy may be 
considered encouraging, because the pain 
is gone, the position of the limb is normal 
and the support is excellent, though flex- 
ibility is still inadequate (Case 4). Such 
conditions occurring in such a field are ill 
fitted for any kind of arthroplasty. 

In 1 case of secondary arthrosis in- 


Fig. 12.—A, hollowing with Van Nes’ chisel, 

started after investigation of the worn acetabu- 

lum. B, hollowing completed. The acetabulum 
is deep and regular. 


cipiens in an inveterate congenital luxation 
with large lateral displacement, the pa- 
tient being a woman aged 20, the result is 
excellent; but failing to lower and dis- 
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Chart 9 (Case 9, opposite).—Roentgen tracings of Miss La—, aged 30. Secondary arthrosis with 
inveterate congenital subluxation. A, forepart, front view; B, forepart, profile; C and D, intermedi- 
ary tracings. Treatment still in progress, result pending. Modeling was perfect. Owing to intracta- 
bility of patient a slight secondary deviation of the head occurred. Final result is likely to be good, 
as in Case 3, provided neurotomy is performed—and a complementary support too, perhaps. An in- 
teresting case, for it shows how intractability of the patient may influence the result. Here the lateral 
deviation may be corrected. Normally it should have been avoided. The undisciplined patient did not 
submit well enough to postoperative treatment, a particularly trying one in her case. 
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Chart 10 (Case 10).—Roentgen tracings of Mrs. T., aged 30; with secondary arthrosis. A, forepart, 

front view; B, forepart, profile; C, intermediary tracing. Unfortunately, an accident occurring dur- 

ing blood transfusion—an unpredictable one, every precaution having been taken beforehand—caused 
the death of this patient ten days later. 


24-6-S2 


Chart 11 (Case 11).—Roentgen tracings of Mrs. B., aged 35, with secondary arthrosis. A, fore- 
part, front view; B, forepart, profile; C, intermediary tracing. Treatment still in progress, result 
pending. Excellent modeling and morphologic aspect. Conclusion would be premature. 
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Analysis of Eleven Cases 


Patient Type of Lesion 


Miss M. 


Age 


=94 
arthrosis 


Mrs. P. 50 


Mrs. B. 


Inveterate congenital 
Secondary arthrosis with 
vascular disturbances 


Inveterate congenital 
subluxation with incipient 


secondary arthrosis 


- Secondary arthrosi 


vascular disturbances; 


alcoholism 


8; 


Secondary arthrosis 


Primary arthrosis 


Advanced secondary 


arthritis 


Secondary arthrosis 


Secondary arthrosis with 


inveterate congenital 


subluxation 


Secondary arthrosis 


Secondary arthrosi 


sect the near roof because I had to finish 
quickly owing to an incident during the re- 
animation process, I planned new inter- 
vention during convalescence to provide a 
support. The result proved excellent after 
all (Case 3). 

Twice, indeed, I should have connected 
reconstruction with a lowering of the roof 
from the very first. I did it secondarily, 
under compulsion. I was wrong; nylon 
was not responsible for it; I was (Cases 
3 and 5). 

In 1 case, which I have cited already 
(Case 2), owing to the fact that the fe- 
moral head was turned forward, I should 
have used derotation, but I failed to do it. 
The patient is still under treatment; the 
result, although actually very good, wil! 
be improved when the patient, a woman, 


Ss 


20 


Result 


Excellent mobility 


Good; would be improved by derotation 
osteotomy (see Chart 2) 


Functionally excellent; complete 
mobility (see Chart 3) 


Good despite poor operative field 
(see Chart 4) 


Good despite accident causing 
reluxation (see Chart 5) 


Excellent; almost complete mobility 
(see Chart 6) 


Excellent; mobility almost complete four 
months after operation (see Chart 7) 


Result incomplete; morphologic picture 
perfect; treatment still in progress 
(see Chart 8) 


Treatment still in progress; modeling 
perfect; neurotomy will probably be 
necessary, as well as a complementary 
support (see Chart 9) 


Unpredictable accident during trans- 
fusion caused death (see Chart 10) 


Treatment still in progress. Excellent 
modeling and morphologic aspect (see 
Chart 11) 


submits to it. Such derotation used to- 
gether with my osteotomy and synthesis, 
without immobility in a plaster, carries no 
bad consequences such as Blount and 
Milch have shown in the United States. 

In 1 instance, perhaps, I should not have 
used this kind of arthroplasty. The con- 
dition was fundamental arthrosis (Case 
6). I did use it, however, and although 
convalescence was slow the case ended in 
total mobility, this function being quite 
comparable with that of the sound side. 
Some sensibility continued but was in a 
fair way to disappear two years later. This 
taught me the possible uses and limita- 
tions of the process, in a case of this sort, 
but more patience and a longer convales- 
cence are required. 

Inveterate congenital subluxation in an 
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adolescent girl (Case 1) was followed by 
complete flexibility, but also by hypo- 
trophy of the quadriceps (rectus femoris) 
following an operative incident pinching 
of the nervous pedicle, for which nylon 
cannot be held responsible. 

The use of nylon, however, is inadvis- 
able while growth is in progress, for it is 
likely to cause gradual hollowing out of 
the cotyle, which is undesirable. 

In short, as I have said, the results in 
7 instances has been complete or nearly 
complete recovery of all motions. The re- 
construction produces a shape similar to 
that of a normal hip. Of these 7 cases, 5 
are cases of arthrosis, 1 a case of primary 


CREUSEMENT 
OU FOND 
OU a aac 
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arthrosis, and the seventh a case of con- 
genital subluxation. 

In 2 cases, since treatment is still in 
progress, the results cannot be considered 
final. In 1 the result cannot be considered 
valid owing to the unsatisfactory field in 
which I operated. 

The accompanying table presents data 
on the eleventh case, which gannot be ana- 
lyzed, owing to premature death. 

As to the subjective factor: the patient’s 
opinion of the result in every case is excel- 
lent. Iam more critical. 

Finally, the operation is performed with 
a view to the future. It preserves the 
femoral head, and all subsequent necessary 


ABAISSEMENT 
OU TOIT 


DISSECTION 


~ x 
S Les dife rents temps 


du mode lage dela tete femorale 


et du cotyle 


ARTHROPLASTIE AU NYLON 


Fig. 18.—Schematic diagram showing to what purpose the remodeling (1) of the upper end of the 

femur and (2) of the acetabulum is done by nylon arthroplasty. Often the acetabulum, hollowed out 

at its background level, will become retentive if one dissects the roof, lowers it and keeps it down 
by means of a trapezoid graft taken off the iliac crest, a spongy tissue very easy to handle. 
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Fig 14.—A, nylon cowl provided with two tightening links. B, nylon film that has been previously ap- 
plied to an embroidery frame, which stretches it. It thus becomes easy to baste a thread for tightening. 
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interventions remain possible. This, in my 
opinion, shows that it is superior to other 
technics. It has the great advantage of 
tending to remake a physiologic articula- 
lation. Surely it is the ideal of a surgeon 
to build new material out of osseous living 
tissue, using the internal osteophytosis, 
the value of which equals that of new bone 
(Rutishauser; Grasset), without artifice 
other than introduction of the necessary 
agent, reduced here to the strictest mini- 
mum—a nylon film. 


SUMMARY 


The author describes a technic for nylon 
plastic reconstruction of the hip. The pro- 
cedure preserves the femoral head and 
offers no obstacle to any subsequent pro- 
cedures that may become necessary. 
Eleven cases are reported in which this 
technic was employed, with highly encour- 
aging results in nearly all. Some patients 
are still under treatment. 


RESUME 


L’auteur se sert de nylon pour la re- 


construction plastique de la hanche. Ce 
procédé conserve la téte du fémur et 
n’empéche aucun traitement subséquent. 








Fig. 15.—Drawing of simple apparatus used for 
recovery of mobility in postoperative treatment. 
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Fig. 16.—Remodeled head capped with the nylon 
cowl previously prepared, fastened by a thread 
stitched on its contour. Thus capped, the head 
will be brought back into the hollowed acetabulum. 


RIASSUNTO 


L’autore descrive una tecnica per la 
ricostruzione plastica dell’anca con |’uso 
del nylon. La tecnica preserva la testa del 
femore e non ostacola altre eventuali 
terapie. 


SUMARIO 


O autor descreve uma técnica para 
reconstituicao plastica do quadril, com o 
uso do “nylon.” O processo conserva a 
“cabeca” do femur e nao oferece dificul- 
dade alguma ao emprego de outro qual- 
quer metodo de tratamento que se venha 
a tornar necessario. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt eine Technik 
des plastischen Wiederaufbaus der Huefte 
unter Verwendung von Nylon. Das Ver- 
fahren sichert die Erhaltung des Ober- 
schenkelkopfes und schafft keine Hinder- 
nisse fuer etwa erforderliche spaetere 
Massnahmen. 
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RESUMEN uso de nylon. El procedimiento preserva 

la cabeza femoral y no ofrece obstaculo 

El autor describe una técnica para re- a cualquier otro subsiguiente que pudiera 
construccién plastica de la cadera con el _hacerse necesario. 


NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Congress, 
approving the suggestion of His Excellency the Governor of the State, Prof. Dr. 
Lucas Nogueira Garcez. Brazilian members of the Board of Trustees were ap- 
pointed to the Commission organizing the Congress, under the direction of Prof. 
Dr. Carlos Gama, Vice-President of the International Congress and Secretary 
General for South America. 


The Ninth International Congress will be held from April 26 to May 2, 1954. 
The official topics are (1) experience with socialized medicine in different countries, 
(2) new uses of radiology with contrast media in the various surgical specialties, 
and (3) experience with antibiotics in all branches of surgery. 


Since the Ninth International Congress will coincide with the Fourth Centen- 
nial of the city of Sao Paulo, it is hoped that the conference, in addition to being 
one of the most memorable ever held, will add much to the commemorative activities 
of Sao Paulo. In order that the Commission may obtain in advance a satisfactory 
idea of the number who will attend, to arrange the best possible accommodations 
for them and to insure that the program shall be absolutely functional, all who are 
interested are requested to write to the address below. 


—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° Andar, 
Sala 710, Sao Paulo, Brazil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 
José Avelino Chaves Benjamin Rocha Sales 
Osear Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros 
A. C. Vicente Azevedo do “Board of Trustees” 
Emanuel Marques Porto J. M. Cabello Campos 


Lucas M. Machado Tesoureiro do 
José Médicis Capitulo Brasileiro 





Malignant Disease of the Urinary Bladder 


MICHAEL K. O’HEERON, M.D., F.A.CS., F.1.C.S; 
ROY RIDDEL, M.D.; JAMES BOZZELL, M.D.: 
JACK ROBISON, M.D., and ROBERT SATTERLEE, M.D. 
HOUSTON, TEXAS 


ease of the urinary bladder is one of 

the most difficult problems in urology. 
Its difficulty is increased by the functional 
essentiality of the bladder, the invasive 
tendency of the neoplasm, and the failure 
of the profession to find or develop a sat- 
isfactory substitute for the bladder when 
total extirpation is necessary. 

The problem is essentially the same 
whether one is dealing with private or 
clinic patients. The cancerophobic public 
has provided the opportunity to diagnose 
earlier than was the case a few years ago. 
The work of the lay organizations dealing 
with cancer has been so effective that 


T HE management of malignant dis- 


nearly every housewife and school child 


knows the seven signs of cancer. As a 
group, private patients are responsible 
persons, and they do seek medical advice 
early. On the other hand, a few of our 
private patients tend to procrastinate and 
postpone needed medical attention until 
their distress or accumulated concern 
drives them to a physician. The family 
physician is usually called first, and if the 
presenting symptom is gross hematuria, 
as it is in 80 to 90 per cent of all cases, 
he will probably call in a urologist im- 
mediately. If the presenting symptom is 
not hematuria, it is understandable that 
there may be some delay in arriving at the 
correct diagnosis. 

The incidence of neoplasms of the blad- 
der increases rapidly among persons past 
the age of 40. In children and young adults 
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they are rare, but in the middle and older 
age groups they are common enough to 
be among the first possibilities considered 
when a patient reports gross, painless, 
hematuria. Higgins’ stated that adult 
male patients with hematuria have a papil- 
loma or a carcinoma of the urinary blad- 
der in 50 per cent of all cases, but in 
women inflammation is a more common 
cause of the hematuria. Ewing? has 
stated that vesical neoplasms constitute 
from 0.25 to 0.96 per cent of all the new 
growths afflicting man. He further stated 
that they are three times as common in 
men as in women. Deming* studied 407 
patients covering a period of twenty-seven 
years and found 109 patients with what 
he considered benign papilloma. Of these, 
73 per cent were male, an approximate 
ratio of 3 to 1. As has been pointed out 
by Deming and others, this would suggest 
a hormonal influence, but estrogenic 
therapy administered to male patients has 
not been very convincing. In 86 per cent 
of Deming’s patients of both sexes the 
lesion occurred between the ages of 50 
and 60. The general age in our series for 
men was 60 to 70 and for women 55 to 
65. In only 10 per cent of our male pa- 
tients did the neoplasms occur before the 
age of 45, and only 1 woman was under 
45. 

Milner,‘ Marshall and Whitemore,’ as 
well as others, have presented studies in 
which the incidence of bladder tumors is 
in agreement with the statistics given by 
Deming and Ewing. 

Scientific knowledge concerning the 
cause of bladder tumors is very limited. 
Local irritation may, in some instances, be 
a factor. Rolnick® has some excellent dia- 
grams (Fig. 1) showing the tendency of 
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Fig. 1.—Formation of projections of the mucous membrane of the urinary bladder, somewhat sugges- 
tive of papillae, as a result of chronic irritation (Rolnick*). 


the vesical mucous membrane to form pro- 
jections, somewhat suggestive of papillae 
when subjected to irritation. He (Rolnick) 
has pointed out that epithelial buds, the so- 
called cell nests of von Brunn (Fig. 2), 
either occur in the normal mucous mem- 
brane of the bladder or result from irrita- 
tion to it. Continued irritation will result 
in cyst formation, the so-called cystitis 
cystica (Fig. 3). Later stages in this proc- 
ess are “cystitis glandularis” (Fig. 4) and 
“cystitis follicularis” (Fig. 5). Squamous 
cell metaplasia (Fig. 6) of the mucous mem- 
brane may result from continued irritation. 
The proper role of these various lesions in 
the formation of bladder neoplasms is not 
well understood, but they are worthy of 
consideration. The irritants that have been 
named as etiologic agents are coal tar 
products, chronic irritations, and bilharzi- 
asis. Among workers who have been ex- 
posed to aniline dyes for a period of years 
the incidence of vesical papilloma or 
papillary carcinoma is known to be high. 
It is believed that the chronically irritated 
urinary bladder exhibits an increased 


tendency to tumor formation. This may 
develop along one of two lines: a transi- 
tional cell papillary tumor may form, or 
the normal transitional epithelium may 
undergo squamous metaplasia, followed by 
squamous cell carcinoma. 

The majority of urologists today class- 
ify bladder neoplasms as either papillary 
or nonpapillary. This practical classifica- 
tion is of little value to the pathologist, but 
it serves as a valuable working tool for 
the practicing urologist charged with the 
responsibility of managing the disease. In 
using this classification we usually assume 
that the papillary growth is benign or of 
a low degree of malignancy, and that it 
has little or no invasiveness. The non- 
papillary tumor, on the contrary, is usu- 
ally invasive, and the degree of malig- 
nancy is proportionally higher. Flocks’ 
has classified them as (1) papillary 
tumors, (2) infiltrating tumors confined 
to the bladder and (3) infiltrating tumors 
extending beyond the bladder. 

Milner‘ has classified them as papillary 
and epidermoid. By epidermoid tumors 
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he refers to the nonpapillary, infiltrating 
growths. One of the most complete classi- 
fications is the one by McCrea’ in his book 
Clinical Cystoscopy. He has listed the vari- 
ous growths under one of three headings, 
epithelial, mesothelial or teratoid. Rol- 
nick has presented a similar but simpler 
classification in his new textbook.® Ac- 
cording to Hinman’ and others, 95 per cent 
of all bladder tumors are from epithelial 
tissue. The remaining 5 per cent are 
either of mesothelial or of heterotopic 
origin. 

Jewett and Strong!® made a study of 
infiltrating carcinoma of the bladder with 
respect to the relationship of the depth of 
penetration of the bladder wall to the in- 
cidence of local extension and metastasis. 
The basis of their study was a series of 


O’HEERON ET AL: MALIGNANT DISEASE OF BLADDER 


107 autopsy cases. In order to describe 
the degree of infiltration they classified the 
neoplasms into three groups as follows 
(Fig. 7): Group A. Involvement of the 
mucosa but not the muscularis. Group B. 
Infiltration into the muscularis but not 
through it. Group C. Perivesica] infiltra- 
tion by the neoplasm. 

They estimated the potential curability 
of the various groups as follows: Group 
A, 100 per cent; Group B, 86.6 per cent, 
and Group C, 26 per cent. An accurate 
grouping of patients in one of these cate- 
gories would simplify the selection of the 
proper line of therapy. Clinically, the 


problem is accurate determination of the 
degree of infiltration before operation is 


performed. 
In our pretreatment study of bladder 


Fig. 2.—Cell nests of von Brunn. 
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Fig. 3.—Cystitis cystica. 


tumors we use the classification in Table 1. 
This is an attempt to correlate the cysto- 
scopic data with the degree of invasion 
and the accessibility of the tumor or 
tumors. We realize that this classification 
is very general, and that, while it may 
apply to the largest per cent of the groups 
considered, it will not be true in every 
individual case. 

Papillary tumors with long narrow 
stalks are usually benign or of a low 
grade of malignancy and confined to the 
mucosa. The shorter the stalk and the 
broader the base, the greater is the prob- 
ability of infiltration into the muscularis; 
also, the degree of malignancy is usually 
greater. Recurrent papillary tumors pre- 
sent a special problem. Some papillomas 
may recur over and over again without 


evident change in the degree of either 
malignancy or infiltration, while others 
will exhibit a marked increase in both 
with each recurrence. All recurrent papil- 
lary tumors of the bladder should be con- 
sidered potentially more invasive than the 
previous lesion. 

Multiple papillomas may not be invasive 
and may show little, if any, evidence of 
malignancy, but by their multiplicity they 
present a greater technical problem. Their 
eradication is more difficult, and the need 
for future cystoscopic checks is greater. 
When multiple papillomas are invasive, 
the problem is increased in direct propor- 
tion to the number of papillomas present. 
Various urologists have stated their 
opinions as to the number of papillomas in 
a bladder that should be managed by con- 
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servative means. Dean! suggested that 
in most cases one should not attempt to 
handle multiple papillomas by electrocoag- 
ulation if there are more than 15 tumors. 
Other authors have placed the number as 
low as 10. Multiple recurrent papillomas 
offer a more serious prognosis than do 
single recurrent ones. 

The nonpapillary tumors are usually 
highly invasive and are infiltrating the 
muscularis at the time they are discovered, 
even though the degree of malignancy 
may not be exceptional. The depth of in- 
filtration is often directly proportional to 
the diameter of the tumor. A tumor with 
a diameter of 1 cm. or less may not have 
invaded far into the muscularis, while one 
measuring 3 cm. or more will have in- 
vaded deeply. 


O’HEERON ET AL: MALIGNANT DISEASE OF BLADDER 


TABLE 1.—Classification of Vesical Tumors 
by Cystoscopic Appearance 


Location 


{Single 
Narrow Stalk / Location 


| Multiple 


Location 


{Single 
Location 


Papillary | Multiple 


jJBroad Base 
Location 


{Single i 
Location 


Recurrent | Multiple 
Location 
Location 


{Small (3 cm. or less) 
|Large (over 3 cm.) 


Non- 
papillary 


The location of tumors, either papillary 
or nonpapillary, is highly important. 
There is probably little, if any, correlation 
between the location of a tumor of the 
bladder and the degree of malignancy and 
infiltration. However, location is im- 
portant from the standpoint of accessi- 


Fig. 4.—Cystitis glandularis. 
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bility of the tumor, and also because of 
the ability of tumors to interfere with 
certain functions of the bladder. For in- 
stance, a tumor 6n the posterior wall of 
the bladder is easier to destroy by elec- 
trocoagulation than is one on the anterior 
wall. A tumor in the dome, on the lateral 
or posterior wall, is easily removed by 
partial cystectomy, while one on the tri- 
gone, over a ureteral orifice or at the in- 
ternal vesical orifice, presents a more 
complicated anatomic and_ physiologic 
problem. The problem is further increased 
by the fact that 65 per cent of all bladder 
tumors are located in the basal area. 
Figure 8 is an attempt to correlate the 
various grades of malignancy of papillary 
carcinomas with the usual depth of infil- 
tration associated with each. Grade I 


‘ 


JANUARY, 1953 


papilloma is histologically benign. Grade II 
is histologically malignant, but usually 
noninvasive, or at least confined to the 
mucosa. Grade III papilloma is a highly 
malignant lesion, with invasion well into 
the muscularis and sometimes into the 
perivesical tissues. In the presence of 
Grade IV lesions all of the adjacent struc- 
tures are usually infiltrated. 
Unfortunately there are numerous ex- 
ceptions to the foregoing generalizations. 
Occasionally one finds a Grade II papillary 
carcinoma with extensive infiltration and 
metastasis. On the other hand, a Grade 


IV carcinoma may be limited to a small 
localized vesical area, presenting itself as 
a resectable lesion. The grade of a bladder 
tumor represents its histologic appear- 
ance, and this does not necessarily parallel 


Fig. 5.—Cystitis follicularis. 
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Fig. 6.—Squamous cell metaplasia of the mucous membrane of the urinary bladder. 


the depth of the tumor’s infiltration. 

The majority of patients with vesical 
tumors present themselves for examina- 
tion because of painless, gross hematuria. 
In Milner’s* study of 245 cases, hematuria 
was the first symptom in 94 per cent. 
Higgins' stated that hematuria is the pre- 
senting symptom in 79 to 85 per cent of 
all cases of carcinoma of the bladder. In 
our series of 58 patients, 44, or 76 per 
cent, were first examined because of gross 
hematuria. The remaining 14 sought medi- 
cal care because of dysuria, frequency, 
urgency, stranguria or ureteral pain, and 
the bladder tumor was discovered inci- 
dentally. 

The associated urologic diagnoses in 
this group of 14 patients are shown in 
Table 2. 


31 


TABLE 2.—Urologic Diagnoses 


Associated Urologic Diagnoses 
Benign prostatic hypertrophy 
Urethral obstruction in female patients............ 3 
Persistent urethral discharge in a 
male patient 
Ureteral colic 


Unless a bladder tumor is discovered 
during a cystoscopic study performed for 
other reasons, it will eventually bleed. Un- 
fortunately all bladder tumors do not bleed 
early in their course. Table 3 represents 
an attempt to find out whether delay in 
seeking medical care resulted in progress 
of the disease to an advanced stage. It 
shows a tendency in that direction, though 
it is not pronounced. 
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Fig. 7.— Jewett and Strong’s classification of vesi- 
cal neoplasms, based on the depth of infiltration. 


Treatment of vesical tumors should be 
undertaken with the thought in mind that 
all are potentially malignant. The benign 
papilloma probably does exist. The work 
of Deming* and others serves to prove 
this point. In a study of 109 histologically 
benign papillomas he found that only 8, 
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or 7.3 per cent, became malignant. The 
tissue submitted for histologic study may 
not be representative of all the changes in 
a tumor, and, unless one goes deep into the 
muscularis, information will not be ob- 
tained concerning the degree of infiltra- 
tion. 

Dean" stated: “The time has passed for 
advocating any single form of treatment 
for all bladder tumors, because experi- 
ence has shown that all accepted treat- 
ments have usefulness which varies in de- 
gree with different conditions in the 
bladder and urinary tract. Arguments 
should no longer occur between proponents 
of radiation or radical surgery because 
the greatest value of these important 
agents is demonstrated in different clinical 
conditions. To produce the best results 
the urologist must be capable of utilizing 
all forms of therapy, either alone or in 
combination so that he may choose from 
the now somewhat extensive armamentar- 
ium, proper treatment for each patient.” 

Table 4 lists the various treatments we 
have used and our indications for their 
use. We reserve transurethral resection 
and fulguration for (a) obtaining biopsy 
material, (b) treating single and multiple 
papillomas of 4ow malignancy and with 
a narrow stalk, and (c) control of bleed- 
ing in certain cases. We agree with 
Dean when he limits to 15 the number 
of papillomas that can be safely treated 
by electrocoagulation in a single patient. 
In all cases, regardless of the cystoscopic 
appearance of the tumor, a biopsy is neces- 


TABLE 3.—Relation of Duration of Symptoms to 
Grade of Malignancy in a Study of 55 Cases 
of Malignant Disease of the 
Urinary Bladder 


Duration 
of Symptoms I 
One month 
or less ‘ 11 


Grade of Malignancy 
II Ill 


IV Totals % 
28 51% 
One month 
16 29% 
11 20% 
55 — 
18.1% — 100% 


Totals .. 7 15 
18% 27.2% 
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GRADE Ill PAPILLARY 


Fig. 8.—Semiciugramatic drawing of the various grades of papillary carcinoma, showing the usual 
depth of infiltration of each grade. 


sary, and we prefer to take the specimen 
with the resectoscope. Our preference in 
instruments is the Nesbit modification of 
the Stern-McCarthy resectoscope. With 
use of the newer electrosurgical units with 
an undampened “tube” cutting current, 
and with the power turned down as low 
as possible, there will be very little change 
in the removed tissue attributable to the 
electric cutting current. The tissue changes 
are usually limited to a few layers of 
cells adjacent to the cut. The taking of 
deep bites of tissue further insures good 


biopsy material. In taking the biopsy 
specimen, we try to remove all of the 
lesion. In addition to obtaining the tissue 
from the lesion, it is important in deter- 
mining the degree of infiltration to ob- 
tain tissue from the periphery of the 
base and from deep in the muscularis 
beneath the base. This tissue should be 
sent to the pathologist as three separate 
specimens from the same lesion, labeled 
“tumor,” “periphery,” and “base.” If 
several tumors are present, the tissue 
from each should be studied separately. 
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TABLE 4.—Author’s Indications for Employment 
of Various Therapeutic Procedures in 
Treatment of Malignant 
Vesical Disease 

1. Transurethral resection and fulguration 
a. For single or multiple papillary tumors of 
low grade (I or II) malignancy and with- 
out infiltration into the muscularis 


2. Transurethral resection, fulguration, and im- 
plantation of radon seeds 
a, For recurrence of tumors mentioned under 
la 
b. For poor surgical risks with tumors of 
higher degrees of malignancy and some de- 
gree of infiltration of the muscularis 


3. High voltage roentgen therapy 
a. For palliative procedures—otherwise we do 
not recommend its use. It is seldom effec- 
tive and often results in a small, contracted, 
painful bladder 


4. Suprapubic cystotomy and fulguration 
a. For the tumors mentioned under 1 a that 
cannot be reached with the resectoscope or 
the fulgurating electrode 


5. Suprapubic cystotomy, fulguration and implan- 
tation of radium or radon seeds 
a. For the tumors mentioned in 2 a and 2 b 
if inaccessible transurethrally, especially if 
they show a higher grade of malignancy 
and greater degree of infiltration 


6. Partial cystectomy 
a. For operable tumors involving the upper 
half of the bladder. They must be primary 
or recurrent growths, single and nonpapil- 
lary 
b. For tumors in diverticula of the bladder 


7. Total cystectomy 

a. For primary or recurrent papillary or non- 
papillary tumors of the bladder with the 
following characteristics: (1) infiltration 
into, but not through, the bladder muscula- 
ture; (2) medium to poor degree of micro- 
scopic differentiation; (3) in some cases, in- 
filtration through the muscularis in con- 
junction with a radical dissection of the 
perivesical iliac and aortic glands, and (4) 
some of the less malignant tumors in the 
basal area of the bladder in close proximity 
to the ureteral orifices or internal vesical 
orifice 


8. Palliative management for inoperable cases 
when the malignant growth has extended 
a. Bilateral ureterosigmoidostomy. This is the 

procedure of choice both from the stand- 
point of both comfort of the patient and 
function of the upper part of the urinary 
tract 

. Cutaneous ureterostomy 

. Nephrostomy or pyelostomy 

. Suprapubic cystotomy 

. High voltage roentgen therapy 


b 
c 
d 
e 
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Dean! limits the use of transurethral 
electrocoagulation to single papillomas 
with bases no larger than 1 cm. in di- 
ameter, and to multiple papillomas of the 
same size if not more than 15 are present. 
In his experience, tumors exceeding these 
specifications are best treated by other 
methods. 

In our opinion, when there is a recur- 
rence of a previously resected papilloma, 
the therapy should be changed. If there 
is a marked increase in the degree of ma- 
lignancy or evidence of muscular infiltra- 
tion, then radical surgical intervention is 
indicated, but if there is little change in 
the degree of malignancy and no evidence, 
or only doubtful evidence, of infiltration 
into the muscularis, the lesion should 
again be resected, the base fulgurated and 
either radium or radon seeds implanted. 
We use radon seeds because they are 
available, easy to insert and nonremovable. 

Dean and others'! have recommended 
the transurethral use of radon seeds either 
with or without electrocoagulation for 
single papillary tumors with bases be- 
tween 1 and 2.5 cm. in diameter, but insist 
that they be so situated that every part 
of the tumor can be viewed through the 
cystoscope. They should be at least 1.5 
em. from a ureteral orifice and 2 cm. away 
from the neck of the bladder. These 
authors emphasize the fact that infiltrat- 
ing neoplasms should not be treated trans- 
urethrally, because cystoscopically one can- 
not detect submucosal extension of a 
tumor. 

We do not recommend this conservative 
line of therapy in cases of infiltration of 
the tumor into the muscularis if the 
patient’s general condition is capable of 
withstanding more radical treatment. In 
aged patients and poor surgical risks we 
treat even large and deeply infiltrating 
lesions by transurethral resection, fulgur- 
ation and the implantation of radon seeds. 
We realize that this is only palliation, but 
it is about the limit of some patients’ surg- 
ical tolerance. 

High voltage roentgen therapy was 
formerly popular, but it fell into disrepute 
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because of the high incidence of compli- 
cations and its relative ineffectiveness. We 
seldom use it; employing it only occasion- 
ally as a palliative procedure in the treat- 
ment of very poor surgical risks. It is 
very important that these patients be 
closely supervised throughout their course 
of therapy so that they do not become ex- 
hausted or that severe rectal and vesical 
pain does not develop. In some cases there 
is a satisfactory regression in the size of 
the tumor, and a temporary improvement 
in the patient’s condition is noted. As 
complications of high voltage roentgen 
therapy we have encountered irradiation 
cystitis and proctitis, lower ureteral steno- 
sis, and vesicovaginal and vesicorectal 
fistulas. 

Contact roentgen therapy with the 
Chaoul tube has been reported as success- 
fully controlling some bladder tumors, but 
probably these lesions could be treated 
successfully with radon seeds or by seg- 
mental resection of the bladder. 


Suprapubic cystotomy and fulguration 
without the use of radium or radon seeds 


is seldom used today, but when used in 
conjunction with radium or radon seeds 
it is a valuable therapeutic procedure for 
benign papilloma and noninfiltrating pap- 
illoma or carcinoma located in areas of 
the bladder difficult to visualize with trans- 


urethral instruments. This procedure is 
also indicated for some patients with in- 
filtrating carcinoma if they are not ac- 
ceptable risks for either total or partial 
cystectomy. Dean,'® Flocks’ and others 
have recommended the procedure for 
papillomas too large or unfavorably situ- 
ated for transurethral treatment, and also 
for flat, infiltrating carcinomas no larger 
than 3 cm. in diameter. They have em- 
phasized the fact that radium or radon 
seeds cannot be placed too close to a ureter. 
If required to do this, one should reimplant 
the ureter into the bladder. 


Partial cystectomy is the ideal treat- 
ment in all cases in which one can success- 
fully remove all of the neoplasm. This 
limits its use to the nonpapillary carcino- 
mas in the upper portions of the bladder 
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that have not infiltrated completely 
through the bladder wall. The recognized 
tendency of the papillary tumors to recur 
in other vesical areas makes them unsuit- 
able for partial cystectomy. Tumors in the 
basal area of the bladder cannot be widely 
excised without reimplantion of the ureter. 
This is a relatively easy procedure, but 
experience has shown that partial resec- 
tion seldom removes all of the disease 
when the tumor involves the trigone. A 
zone of normal bladder wall 1.5 cm. wide 
should be removed with the tumor. Car- 
cinomas infiltrated through the bladder 
wall are usually considered inoperable, and 
therapy should be directed toward pallia- 
tion. 

The indications for total cystectomy are 
controversial, but in general will include 
the infiltrating carcinomas that are oper- 
able and cannot or should not be extirpated 
by partial cystectomy. Our indications are: 

1. The presence of noninfiltrating papil- 
lary tumors, regardless of the degree of 
malignancy, that recur after transurethral 
resection and fulguration faster than we 
can destroy them. With the first recur- 
rence we usually implant radon seeds in 
addition to transurethral resection and 
fulguration. During the ensuing months 
or years, if the tumors recur greater in 
size and number than the lesions initially 
observed, we should probably recommend 
cystectomy. 

2. The presence of any or all papillary 
carcinomas with infiltration into the mus- 
cularis, if operable and the patient is a 
suitable surgical risk. 

3. The presence of nonpapillary carcino- 
mas with muscular infiltration, and in- 
volving the basal area of the bladder. 

4. In some cases, the presence of car- 
cinoma with infiltration through the blad- 
der wall in conjunction with a radical re- 
section of the perivesical, iliac and aortic 
lymphatics. Leadbetter and Cooper!? have 
discussed this, giving their technic and 
a detailed anatomic study of the lymph 
drainage from the bladder. They estimate 
that between 20 and 30 per cent of all 
malignant tumors of the bladder are peri- 
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vesical when first seen. The value of their 
radical procedure will have to await future 
evaluation, but it is promising. 

Table 5 is a statistical study of 58 of 
our cases to show the results of the various 
treatments used. In 26, or 45 per cent, of 
the cases the patients were treated by 
transurethral resection and fulguration 
only. The neoplasms in these cases were 
benign or only slightly malignant, and the 
survival rate over an average period of 
thirty-one and one-tenth months is 61 per 
cent. Three of these patients later under- 
went total cystectomy because of recur- 
rences with infiltration into the muscu- 
laris. 

The 6 cases in which radon seeds were 
implanted constitute too small a group 
from which to draw conclusions. .The 2 
deaths occurred in cases of advanced dis- 
ease in which the therapy was intended to 
be palliative only. The treatment was of 
doubtful value. The 4 cases in which high 
voltage roentgen therapy was used as an 
adjunct to transurethral resection of the 
tumor is too small a group to be signifi- 
cant. In 1 case the tumors were histologi- 
cally benign. The patient, a man, is living 
and well after twelve years. In the other 
cases the lesion was advanced and the high 
voltage roentgen therapy was given as a 
palliative measure. The 1 patient treated 
by this type of therapy only was beyond 
hope when first seen. All patients receiv- 
ing high voltage roentgen therapy suffered 
considerable pain in the vesical region. 


There were 6 deaths in the 14 cases in 
which one-stage cystectomy was _ per- 
formed. Two were operative deaths, re- 
sulting in a rather high mortality rate of 
14 per cent. The 4 patients who died later, 
after having survived for an average post- 
operative period of seventeen months, 
showed no evidence of recurrence of the 
carcinoma. In this group, 1 death resulted 
from an unsatisfactory ureterosigmoidos- 
tomy and 1 from coronary thrombosis; the 
other 2 followed surgical procedures for 
the relief of intestinal obstruction. The 8 
patients surviving for an average period 
of twenty-nine months are apparently can- 
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cer-free, but for some of them the period 
of observation is too short to justify op- 
timism. We expect that our final results 
will compare favorably with those of 
Marshall and Whitemore.® In a series of 
100, they reported .26 two-year to eight- 
year survivals in a series of 100 after 
cystectomy. 

Multiple-stage cystectomies are undesir- 
able. With proper selection of cases, 
adequate preparation, good anesthesia 
and proper surgical technic it should 
seldom be necessary to resort to multiple 
stages in handling this problem. 

Considering the various surgical pro- 
cedures available for the relief of the dis- 
tressing symptoms of advanced and in- 
operable carcinoma of the bladder, we 
prefer some method of diverting the urine 
from the upper part of the urinary tract. 
Ureterosigmoidostomy is the most desir- 
able method, but in some cases cutaneous 
ureterostomy or bilateral pyelostomy or 
nephrostomy should be employed. The em- 
ployment of surgical measures for the pal- 
liation of incurable carcinoma of the urin- 
ary bladder is justified by the observation 
that many of the patients so treated live 
for many months in relative comfort. 

Table 6 is an analysis of the 25 deaths 
in this series of 58 patients. The mortality 
rate is 43.1 per cent for a period varying 
from two days to twelve years but averag- 
ing twenty-one and six-tenths months. 

In 7 of these cases there was perivesical 
involvement (Jewett type C) when the 
patients were first seen, so treatment was 
palliative. In 18 of this group of 25 deaths 
the lesions were classified as Jewett type 
A or B. Six of these patients died of car- 
cinoma. The remaining 12 died of other 
causes. The average age of this group of 
25 deceased patients was 65 years, so the 
high death rate from nonmalignant causes 
is not too surprising. 


SUMMARY 


Table 7 summarizes the data resulting 
from this study, showing selection and 
treatment, with the expected results. 

The authors wish to reemphasize the 
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importance of hematuria as the earliest 
symptom of vesical tumor. Cystoscopic 
examination is indicated for every patient 
with either grdss or microscopic hema- 
turia. 


ZUSAM MENFASSUNG 


Die Ergebnisse dieser Arbeit sind in 
Abbildung No. 14 zusammengefasst, wo 
die Auswahl der Faelle, die Behandlung 
und die zu erwartenden Resultate dar- 
gelegt werden. 

Die Verfasser betonen von neuem die 
Wichtigkeit der Haematurie als fruehestes 
Zeichen einer Blasengeschwulst. Bei 
jedem Kranken mit makroskopischer oder 
mikroskopischer Haematurie ist die Zys- 
toskopie indiziert. 


RESUMEN 


La figura 14 resume los datos resul- 
tantes de este estudio, mostrando la se- 
lecci6n y tratamiento con los resultados 
esperados. 

Los autores desean recalcar la impor- 
tancia de la hematuria como primer sjn- 
toma de tumor vesical. E] examen cisto- 
scé6pico esta indicado en cualquier paciente 
con hematuria macroscépica 6 micro- 
scopica. 


SUMARIO 


O quadro no. 14 sintetista os princi- 
pais dados colhidos néste estudo, demon- 
strando a selecao e o tratamento, com os 
resultados verificados. 

Desejal os autores salientar a importan- 
cia da hematuria como sintOma inicial 
do tumor vesical. A cistoscopia é indicada 
para todos os cases sejam de hematuria 
pronunciada ou de hematuria micro- 
scopica. 
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RESUME 


La figure 14 résume les données de ce 
travail avec le choix du traitement et les 
résultats obtenus. Les auteurs insistent 
sur l’importance.de l’hématurie comme 
symptome initial d’une tumeur de vessie. 
La cystoscopie s’impose d’emblée pour 
tout patient présentant de l’hématurie 
macroscopique ou microscopique. 


RIASSUNTO 


La figura 14 riassume i dati dello stu- 
dio, mostrando assieme tipo di cura e ri- 
sultati. 

L’autore intende riaffermare |’impor- 
tanza dell’ematuria come segno precocis- 
simo di tumore vescicale. La cistoscopia 
é indicata in ogni caso di ematuria, macro- 
0 microscopica che sia. 
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Prevention of Jatrogenic Trauma 


in Otolaryngology 
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mendous heights of mechanical per- 

fection. All surgical fields have been 
aided by superior preparation of those 
practicing the art, as well as the important 
adjuvants of a greater knowledge of pre- 
operative and postoperative care, improved 
technics of anesthesia and the support of 
blood and blood substitutes. While anti- 
biotics and chemotherapy are fully ac- 
knowledged as making possible recoveries 
from infections hitherto considered fatal, 
they are not to be considered as substitutes 
for careful and adequately performed sur- 
gical procedures. 

Historically, one can refer to the past 
decade as a period of medical revolution, 
because antibiotics have increased the 
therapeutic index of safety. However, it 
is the opinion of F. R. Cole’ that the casual 
attitude taken by the profession in the 
application of these drugs has been most 
astonishing. He has expressed the opinion 
that there has: been a slow deterioration 
of diagnosis and observation of the pa- 
tient, both in the ranks of the specialist 
and the general practitioner. The broad 
spectrum of bacteriocidal properties of an- 
tibiotics have given the physician an al- 
most devil-may-care attitude in the treat- 
ment of many diseases. The diagnostic 
necessities have not changed with the on- 
set and preparation of the newer drugs, 
except that the use of antibiotics has fre- 
quently distorted the presenting symptoms 
of the patient as well as the objective data 
on the disease entity. 

Since primitive technical methods have 
given way to the surgical advances of the 


GS nendous progress has reached tre- 
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mid-twentieth century, the avalanche of 
progress has been somewhat overwhelm- 
ing. The juggernaut of supply and demand, 
together with present-day economics, has 
produced an era of vanishing personal con- 
tacts of physician and patient. Medicine 
is moving in new directions, in spite of the 
fact that educators are emphasizing the 
need for the attitude of the doctor of to- 
morrow to be allied to the spirit of the 
beloved family doctor. Page* expressed 
the wish that he be “a practitioner of con- 
structive medicine, a scientist trained in 
considering man as a whole human being”’ 
and that he should understand man’s phys- 
iology and psychology and know that 
changes in man himself have a way of 
reacting on his whole environment. Surely, 
the best planning against disaster is based 
on the realization that a disease, though 
it may be limited morphologically to a 
tissue, actually does not only affect the 
normal function of the entire organism, 
but also may set in motion a subtle pro- 
gression of crises, psychologic, sociologic 
and economic, extending far beyond the 
physical condition of the sick person. 
Reassessment of the role of the physi- 
cian for good or for evil has been rekindled 
by Ebaugh,* who introduced a useful as 
well as meaningful term in setting forth 
the dictionary definition‘ which states that 
“iatrogenic illnesses are those disorders 
unwittingly induced in the patient by the 
physician, based on the physician’s exami- 
nation, manner and discussion.” Jatros is 
derived from the Greek and means physi- 
cian or therapy and the term “iatrogene- 
sis” implies the morbid state created or 
aggravated by the physician. It is apparent 
that what physicians say or think, what 
they fail to say or think, what they do or 
what they do not do may contribute vitally 
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to increasing the emotional maladjust- 
ments arising from the insecurity, fear, 
anxiety, unhappiness or unresolved con- 
flicts of a patient. - 

Recent contributions of McNeill’ and 
Nicholson* have stressed the importance 
of the physician’s own emotional reactions 
to the patient’s disease, thereby influenc- 
ing the latter’s response to his symptoms. 
Means aptly stated: “If he [the physician] 
is to truly know his patient, he is to know 
and understand himself.” The problem was 
summed up by Ebaugh’ as resulting from 
three facets of ineptitude: (1) failure to 
recognize the existence of emotional fac- 
tors in illness, a major defect in medical 
education emphasizing the mechanistic 
viewpoint; (2) inability to treat minor 
emotional disorders if recognized, and (3) 
lack of awareness of the role played by 
the physician’s feelings, attitudes and be- 
havior in precipitating and perpetuating 
illness. 

Socrates, more than 2500 years ago, 
chided the Athenian physicians for their 
organistic medical attitudes and appropri- 
ately pointed out that the body could not 
be cured without treating the mind.’ Oto- 
laryngology is a specialty in which one 
becomes especially aware of this rebuke, 
because the head and neck areas contain 
all of the special senses so readily dis- 
turbed in the course of man’s earthly exist- 
ence. One is not unmindful that many 
iatrogenic responses occur throughout the 
medical and surgical fields. Otolaryngolo- 
gy, after all, bears a kinship to each field 
of medicine. Since many diseases stem 
from a physiologic disturbance rather than 
from an altered anatomic picture, this is 
all the more important. By the same token, 
it is characteristic of the organistic or 
mechanistic school to attempt to fit the 
symptom to the sign (since some abnor- 
mality can be found in nearly everyone) 
without weighing carefully the “total pa- 
tient” concept. Hollander’ stressed the fact 
that an incidental observation may errone- 
ously be considered the cause of an un- 
related condition. “If the physician treats 
the incidental finding, he is creating a dis- 
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turbance which did not exist. Moreover, 
he is implanting the notion that what may 
really be a psychogenically determined 
symptom is organic in origin.” The pre- 
scribing of needless therapy based upon 
some trivial sign-has left in its wake 
millions of troubled souls since the Socrat- 
ic era. 

Many personal] indictments are brought 
about by such apparently trivial causes as 
the facial expression of the physician, 
whose look of concern or perturbation may 
be referable to situations irrelevant to the 
particular patient; his myopia, which 
interferes with the broader ‘total person” 
concept; his hasty or incomplete physical 
examinations engendered by pressure of 
work or outside interests; his willingness 
to “go along” with the patient’s ideas or 
feelings or self-made diagnosis lest he seek 
help elsewhere; his indiscriminate, repeti- 
tious and long-continued use of remedial 
agents of dubious application; his dis- 
missal of the patient with a diagnostic 
label but with no words of explanation at 
all or meaningless pseudoscientific ver- 
biage that serves only to engender greater 
anxiety and send the patient further on in 
his “iatrogenic shopping tour” (Ebaugh) 
down the road to economic uncertainty, 
enforced dependence upon organistic phil- 
osophy, antagonism toward the profession 
in general and denunciations in the pub- 
lic press. 

If one is to launch upon the use of 
remedial agents in combating these and 
innumerable other deficiencies of practice 
so that they will keep pace with technical 
advances, one must first admit their exist- 
ence. Iatrogenic influences become mani- 
fest as the results of: (1) mistakes in 
diagnosis, (2) attempts to establish a diag- 
nosis, (3) medical therapy, (4) surgical 
therapy, (5) psychiatric therapy or (6) 
general care of the patient. Such a classi- 
fication, suggested by Nicholson,® lends it- 
self to factual discussion. 


Mistaken Diagnosis.—“To err is hu- 
man,” but the inhumanities resulting from 
diagnostic failure constitute the worst 
errors of medical or surgical practice. One 
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of the outstanding reasons for their occur- 
rence is the assumption that the doctorate 
in medicine not only permits but demands 
complete coverage of every need of the 
patient. The science and art of medicine 
is so broad that no one doctor can master 
all of it, and he therefore errs through 
ignorance. A long list of mistakes points 
accusing fingers at unrecorded errors of 
omission and commission: 1. The ulcer in 
the tonsillar area antibiotically treated un- 
til malignant disease was apparent even to 
the layman; the ulcer hidden behind the 
posterior pillar, in the larynx, or in the 
nasopharynx as the overlooked cause of an 
earache for which cerumen was washed 
out or ear drops prescribed. 2. The “stuffy 
nose” for which a douche or nose drops 
were advised, when actually a neoplasm 
was the etiologic factor; the same cause 
so frequently underlying a nosebleed pre- 
viously diagnosed as simple epistaxis. 3. 
The otic discharge treated as so-called 
moist eczema of the canal or a benign 
suppuration of the middle ear complacent- 
ly carried along on antibiotic management 
when actually close inspection of the tym- 
panic membrane would have revealed an 
attic perforation, with the menacing spec- 
ter of cholesteatoma and possible intra- 
cranial complications. 4. The discordant 
or hoarse voice treated with vocal rest and 
steam inhalations, when an indirect laryn- 
goscopic examination might long since 
have disclosed the presence of a neoplasm 
and prevented costly delay in proper 
assessment of the true state of affairs. 
5. The “lump in the neck,” which always 
involves a diagnostic marathon, the prim- 
ary lesion of a malignant growth often be- 
ing present in the pharynx or naso- 
pharynx. 6. A lesion in the nasopharynx, 
which is not uncommonly the cause of the 
eye discomforts of patients whose multiple 
corrections for errors in refraction finally 
and obviously become manifest at the sign 
of ocular paralyses (third and fourth 
nerves) when the neoplasm invades the 
cranial base and its foramens. 7. The much 
abused diagnostic tool, globus hystericus, 
which leads to mortification of both the 
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physician and the patient when it turns out 
to be postcricoid carcinoma. 8. The pain 
in the face for which no obvious identify- 
ing signs can be detected, so that it is 
judged to be in the range between a hys- 
terical manifestation and a neoplasm of 
the maxillary sinus and turns out to be an 
acoustic neurinoma when the mass has 
grown large enough to produce blindness; 
the same type of lesion, causing vertigo, 
often is treated for a gastrointestinal dis- 
order and the internal ear completely ig- 
nored. 


The astute, sincere clinician is seldom 
concerned about the condition he dis- 
covers; it is the concealed one which is a 
source of worry, and yet he follows the 
dictum of Oliver Wendell Holmes, who 
said, “Keep your doubts to yourself but 
give the patient the benefit of your experi- 
ence.” 


All of these general examples of misdi- 
agnosis could be completely reversed in 
that the diagnostic error would be in the 
direction of neoplasia. Too often does the 
physician assume that all symptoms must 
be explained on the basis of an organic or 
structural abnormality. Modern-day infor- 
mation via the radio, the press, the motion 
picture and television is effectively pro- 
ducing a generation of disease-oriented 
people who have all the classic symptoms; 
all the physician has to do is to fill in a 
few gaps, wantonly aided and abetted by 
a battery of laboratory tests, all very im- 
personal, to be sure. In themselves these 
many procedures, conducted under diverse 
environmental circumstances by personnel 
not always given to the simple devices of 
explanation, may arouse anxieties or focus 
attention on the complaints and make the 
patient sicker than he really is, especially 
as there is no sharp demarcation between 
the mental and physical aspects of the pa- 
tient’s nature. He is what he is or one 
might say what he was, because the emo- 
tional soil of the particular person was 
fertile or ripe for the development of such 
anxieties. The manner in which a physi- 
cian explains some phase of his illness or 
complaint may be an important influence. 





The physician should be discreet in what 
he says to the patient. If he can do no 
good, at least he should do no harm. Alarm- 
ing information-can precipitate acute anx- 
iety. Some characteristic remarks are: 
“These things sometimes become cancer- 
ous” and “The brain can become affected 
if the infection spreads.” The use of the 
terms “growth,” “chronic” and “progres- 
ive” may likewise have disastrous effects. 
The fear of deterioration of special senses, 
mental disease, pain, old age, death, dis- 
figurement, public censure, the loss of a 
job, loneliness and failure are crippling 
responses to emotional experiences. Many 
patients are the victims of unreasoning 
fears due to misinformation and misinter- 
pretation. 


Diagnostic Procedures.—There is an 
erroneous but popular concept that pa- 
tients are favorably impressed by test pro- 
cedures. It has already been stated that, 
on the contrary, there may be a fear en- 
gendered that creates invalidism and even 
aggravates the existing pathologic con- 
dition. One patient, a physician, had 
pharyngeal cancerophobia for many years. 
Repeated assurances by his colleagues 
usually were immediately nullified by a 
swab or a spray. Finally one of them, 
hoping to impress the doctor by truly 
scientific means, took a biopsy specimen 
from the region of complaint and sought 
to show him once and for all, under the 
microscope, that the tissue was “‘negative.” 
The result was that the patient was more 
certain than ever that he was doomed, be- 
cause he was convinced that some normal 
tissue had been substituted. 


Ordering roentgenograms or barium 
swallow tests will have somewhat the same 
effect unless the physician understands 
his patient and explains that this is done 
as a mere routine of twentieth century 
medicine and not because “we wish to rule 
out a tumor.” In the interpretation of a 


roentgen film, no such remark should ever 
be made as “We could find nothing wrong,” 
which to the anxious patient only means 
“there is something, but they cannot see 
it.” Murderous is the presentation of an 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





JANUARY, 1953 


envelope of films containing also the roent- 
genologist’s report, which often contains 
such evasively protective phrases as “a 
suspicious mass or defect is present,” or 
“We would like to recheck with some other 
views.” From physician to physician there 
is nothing wrong with these statements, 
but when the report falls into the hands 
of a susceptible patient the end is never 
in sight. Histories should never be left 
lying around for any patient to read. A 
patient should never be taken into a dark- 
room, as is done in routine transillumi- 
nation of the nasal accessory sinuses, with- 
out a brief explanation of the procedure 
or without an attendant. Avoidance of an 
“incident,” whether real or imaginary, is 
further aided by a bit of darkroom chatter 
about this or that being “normal” or 
“clear.”’ This will make the minutes seem 
like minutes, rather than years, to an 
anxious patient who is naturally appre- 
hensive of the environment and the instru- 
ments to say nothing of the serious miens 
of those pronouncing his diagnostic sen- 
tence. Sad indeed is the response of the 
hard of hearing subject to an audiometric 
test not previously explained. The patient 
may regard the procedure as therapeutic 
and express himself as “hearing better 
after that new treatment.” 

The diagnostic term “negative” should 
give way to “normal,” because the former 
is an inconclusive term. There should be 
less use of the modest “I think”; for the 
patient, “I know,” without dogmatism, 
is much more convincing and carries with 
it an air of authority and a healthy finality 
of opinion. Should further observation be 
indicated or a recheck of a test be advan- 
tageous, such information should be studi- 
ously and cautiously imparted to the pa- 
tient so as to avoid misinterpretation. It 
makes sense to have an automobile re- 
checked; so should it be with the enlight- 
ened patient. 

Every diagnostic procedure carries with 
it a potential hazard, and this should be 
recognized and remembered. A diagnostic 
antrum lavage, for example, normally is 
performed without danger and gives valu- 
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able information in association with trans- 
illumination and/or roentgen examination. 
The fact remains that a periorbital swell- 
ing and even an air embolism with re- 
sultant hemiplegia are possibilities. A 
caloric test in the presence of a perforated 
tympanic membrane may precipitate acute 
labyrinthitis or some other intracranial 
complication. The unforgettable and un- 
forgivable vertiginous experience of a 
caloric test or rotation response may result 
in an indelibly inscribed emotional] disas- 
ter. 


Medical Therapy.—Too little concern 
is usually shown over the routine “come 
tomorrow” repeat visit to the physician’s 
office. Anxiety and invalidism are perpetu- 
ated by this practice, because it focuses at- 
tention on the complaint and makes the 
patient think he is sicker than he really 
is. The indiscriminate, repetitious and 
continuous use of drugs has the same 
effect. The use of nose drops is a typical 
example of a pernicious habit that be- 
comes a crutch or a dependent addiction 
to which a physican notoriously contrib- 
utes. There are well defined indications 
for drugs, and these should be followed. 
Inflation of the eustachian tube just for 
the sake of doing something in a case of 
irreversible disease of the middle or inner 
ear, is a flagrant violation of the patient’s 
trust and does not comply with rational 
therapy. The misconception of vertigo and 
the popular application of a salt-free diet 
in lieu of a proper diagnosis, boomeranged 
in the instance of the subject who sudden- 
ly remembered her physician’s admonition 
while gargling salt water. Naturally, she 
became violently dizzy! 


Repeated irrigations of the nose and 
sinuses because the patient demands or 
encourages them are likewise not to be 
condoned. Assent to the patient’s self-made 
diagnoses and requests for nasal packs or 
irrigations of the nose weakens, rather 
than strengthens, the patient’s confidence 
in his physician. Writing for a refill of 
the patient’s favorite prescription cer- 
tainly does little to elevate the standing of 
the doctor and creates that “dependency 
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strain” of Americans who carry conveni- 
ently and habitually a pocket atomizer, a 
nasal inhaler, nose drops and the not by 
any means innocuous antibiotic throat 
lozenges. An old aphorism, “The physician 
who treats himself has a fool for a pa- 
tient,” significantly applies to a large per- 
centage of our lay population who can be 
“sold” anything if it is presented in an 
interesting display or if it is championed 
by a popular radio or television show. 


Surgical Therapy.—The harmful ef- 
fects of surgical procedures are not always 
due to mechanical failure; the patient’s 
emotional experience may be even more 
crippling. As important as is the technical 
skill needed for total extirpation of the 
larynx for carcinoma, it is equally im- 
portant for the surgeon to understand the 
meaning of the patient’s loss of voice and 
to be able to explain it intelligently and 
constructively. Less time-consuming, per- 
haps, is the approach “Do you want to 
die? If not, you had better accept my 
recommendation!” In the presence of voice 
deprivation, hearing loss, facial paralysis, 
blindness and the mutilation of facial con- 
tour, brought about in combating life-en- 
dangering disease, the successful surgeon 
finds the rehabilitative processes as chal- 
lenging to his skill as was the primary 
operation. 


I have continuously attempted over a 
period of years to propagate the “total 
person” concept in my teaching as well as 
in approach to medical practice. It was 
encouraging indeed to find Glass and Hag- 
man* dwelling upon the psychologic as- 
pects of surgery, asking that surgeons 
consider conscientiously the ultimate total 
welfare of the patient and avoid iatrogenic 
trauma or a fixation of symptoms, stress- 
ing the fact that the need for considering 
the patient’s total personality increases 
as the absolute necessity for surgical in- 
tervention decreases. Conveniently, for 
the sake of discussion, they divided opera- 
tions into the following types: (1) emer- 
gency, such as a tracheotomy, in which 
time is of the essence; (2) urgent; for 
example, in a case of hemorrhage, when 
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promptness prevails in warding off ca- 
tastrophe; (3) necessary, as for benign 
growths, less urgent perhaps but indicated 
by the presencé of a definite lesion; (4) 
elective, in the presence of a pathologic 
alteration, such as a deviated nasal sep- 
tum, but without certainty that all symp- 
toms will be relieved by corrective inter- 
vention; (5) doubtful, when long-standing 
deformities render the indications rather 
dubious, and (6) wishful, i. e., performed 
upon patients who have no objective di- 
sease but do present symptoms, which are 
thought to justify an operation based on 
(a) a “hunch” or intuitive feeling, (b) 
pressure from the patient or his family, or 
(c) the surgeon’s own intolerance of inac- 
tivity, which is the causative factor in 
many so-called explorations. In the last 
three types of surgical indication the per- 
sonality of the patient assumes a promi- 
nent role in the results of the operation. 
Furthermore, in creating invalidism and 
aggravating existing disease, surgery has 
no peer. The fact that patients subject 
themselves willingly to surgical treatment 
is no evidence for another surgical proced- 
ure; it is frequently evidence against it. 
Among the many reasons for this willing- 
ness, other than outright masochism, is 
desire for the doubtful pleasure of being 
an invalid upon whom are heaped all serv- 
ice and attention and who can govern those 
about him by the power of his chronic ail- 
ments. 


Each surgeon who adds, unwittingly or 
otherwise, to the proud length of such a 
patient’s oft-told surgical repertoire must 
be made aware of the fact that no sug- 
gestive therapeutic procedure, whether 
medical or surgical, relieves for long an 
underlying emotional disorder.* A recent 
report concerning excessive surgical inter- 
vention in hysterical patients? concluded 
that ‘* the excess number of operations 
seemed neither clearly indicated nor thera- 
peutically successful.” These same authors 
defended what they referred to as the 
surgeon’s “sadism.” Perhaps it is the 
“holier than thou” position of the surgeon 


*How much of this exists among the ten million operations 
performed in the United States every year is conjectural. 
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or, better stated, his ‘emotional attitude of 
superiority and omnipotence” that may 
eventually dictate compulsive surgical in- 
terference. Although confidence and bold- 
ness are cherished possessions of the sur- 
geon, they are inadequate substitutes for 
experience, good judgement, study of the 
case at hand or inner stability unaffected 
by personal conflicts. 


The psychiatrist may have special train- 
ing in technics of analysis and guidance, 
but he exercises no patent rights on the 
God-given gift of being a good listener. 
Doubt is often dispelled by permitting the 
patient to tell his story without inter- 
ruption, disapproval or moralization. Too 
often stress is placed upon the art of 
history taking as a diagnostic index of 
physical ills alone, but reliable informa- 
tion may be forthcoming, as the story un- 
folds, which at the same time reveals 
emotional factors of more than passing 
interest to both patient and surgeon. 
Surgical disaster in the form of failure 
to relieve the symptom or symptoms, 
to say nothing of sending the patient 
into an emotional tailspin, has _ been 
known to send the surgeon to his grave. 
One can but refer to the untimely death of 
that great Otologist, Professor Gustav 
Alexander, who was shot and killed by a 
mastoidectomy patient twenty years after 
a previous attempt had been made on the 
surgeon’s life. As has been suggested by 
Braceland,’® a situation of this kind can 
be avoided by posing the question, “What 
do you (the patient) think this (the symp- 
toms or sign) is doing to you?” The 
answer to this can be most revealing as 
to why the patient is reacting in this par- 
ticular manner to his illness. A purely 
restrictive organistic approach will always 
fail to uncover a true psychoneurosis and 
may precipitate the development of one. 


More emphasis is being given nowadays 
to the psychological preparation of the 
patient for surgical treatment. It is the 
role of the modern surgeon to offer surgi- 
cal intervention not by decree but by ex- 
planation. Procedures involving children, 
tonsillectomy as a case in point, should 
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be thoroughly explained, and the same 
holds true for the adult patient. All 
children have a great deal of anxiety about 
being in the hospital. The failure of sur- 
geons to instruct their patients is especi- 
ally important in the performance of ton- 
sillectomy in children. If one considers 
the damage that tonsillectomy has caused 
by traumatizing children emotionally, 
causing them to have future states of 
tension and unhappiness by making them 
feel less whole, less able to care for them- 
selves in a hostile world, less able to de- 
rive full benefit from the ministrations of 
the physician, then tonsillectomy looms as 
a potentially serious operation. 

As a first requirement in the prevention 
of such effects, the physician ought to be 
honest with the child, and should be in- 
formative rather than secretive.!! De- 
pending upon the child’s age and level of 
understanding, he should be told what is 
wrong, what the anatomic facts are, what 
is going to be removed, how it is going 
to be removed and what the effects will 
be. If possible, the patient should be intro- 
duced to the scene before the actual opera- 
tion. When he is taken from his mother, 
it should be by one with whom he is 
acquainted rather than by a total stranger. 
One of the child’s parents should be with 
him to the point of anesthesia and also 
immediately on his awakening. The phy- 
sician should avoid anything that encour- 
ages fear and confusion. 

It is possible for a successful operation 
to result in failure. Restoration of hear- 
ing to a practical, serviceable level may 
affect the patient adversely unless the pa- 
tient is psychologically prepared to accept 
the improved function. Another bizarre 
response to fenestration is the resultant 
improved hearing on the ear not operated 
on. 

Psychiatric Therapy—So much _ psy- 
chiatry has been written of late, even for 
the layman, that everyone assays the role 
of the psychiatrist. It is true that the 
majority of patients have some psycho- 
genic difficulties, at times superimposed 
upon organic disease. Efforts have been 
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made to equip the nonpsychiatrist with a 
“therapeutic range” and convey certain 
“limitations.” This idea may be the answer 
to the dearth of competent psychiatrists, 
but untold harm may be anticipated from 
such practice. To many a physician it may 
seem simple, but to the patient it is like 
having a terribly traumatic surgical pro- 
cedure without benefit of anesthesia. It 
would seem that identification of a psychic 
component were in the best interests of 
the patient, in addition to a kindly, under- 
standing and uncritical manner. Then the 
patient should be referred to a competent 
psychiatrist who can voice an opinion as 
to the significance and extent of the role 
played by the emotional disturbance in the 
patient’s complaints and as to whether 
treatment along psychiatric channels is 
desirable. 


The question is frequently posed, “How 
is a patient to be referred for psychiatric 
evaluation ?”’ Much depends upon the prep- 
aration of the patient for this experience. 
It should be done in a forthright manner, 
not handled casually but with patience and 
tact. “I am sending you to a nerve specia- 
list,” is a very poor approach which can 
only result in resentment toward both the 
psychiatrist and the referring physician. 
Surely many of those requesting or even 
insisting on elective operations should be 
cautiously studied. 


The deviated septum in a patient which 
at the age of 40 suddenly produces trouble 
in breathing; the tonsils that, in spite of 
a “negative” history as to sore throat, 
begin to cause “that tired feeling,” or the 
nasal deformity that is part of a varie- 
gated list of complaints, should all proper- 
ly be held in abeyance by the surgeon who 
wishes to care for the total patient and 
who is interested in personal longevity. 
The trained psychiatrist would ferret out 
the prospectively psychotic patient who 
would do poorly after an operation, or even 
straighten out the emotional factors inher- 
ent in a patient with some anxiety state, 
thereby rendering him a better surgical 
risk. There may come a day in the future 
when a routine “manifest” type of psy- 
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chiatric evaluation be demanded of all 
surgical patients, so that total care will 
be achieved. 


SUMMARY 


1. The modern trained surgeon is aware 
of the importance of the “total person” 
concept in an effort to render effiicient 
total care. 

2. The safeguards in the prevention and 
perpetuation of emotional reactions to 
physical examinations, test procedures 
and surgical operations are discussed so 
that such disturbances may be understood 
and avoided. 

3. Iatrogenic influences unwittingly in- 
duced in the patient become increasingly 
important if surgical success is to be 
assured. 

4. There is no formula or set procedure 
for preventing the iatrogenesis of disease, 
every patient being a law onto himself. 

5. Otolaryngology bears a kinship to all 
fields of medicine and is especially cogni- 
zant of the role of the surgeon in dealing 
with the anatomic domain housing the 
special senses. 

6. Now that technical difficulties and 
diagnostic perplexities have been largely 
overcome, the trend is in the direction of 
learning more about the patient who re- 
quires surgical treatment and understand- 
ing him. 

7. A plea is made for the intelligent 
application of diagnostic tests, and for 
preparation of the patient for essential 
procedures by verbal explanation and re- 
assurance, 


RIASSUNTO 


1. Il chirurgo moderno capace é con- 
scio dell’importanza del concetto di “‘per- 
sonalita globale” del paziente, nello sforzo 
di rendere efficace la cura. 

2. Viene discussa la maniera di pre- 
venire e diminuire la reazioni emotive del 
paziente alla visita medica, agli esami e 
all’intervento. 

3. L’influenza che il medico esercita 
inconsciamente sul paziente diventa sem- 
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pre pit importante se si vuol ottenere il 
successo. 

4. Non vi é formula né tecnica, ogni 
caso essendo diverso. 

5. L’otorinolaringologia ha strette par- 
entele con ogni campo della medicina ed 
é particolarmente conscia del ruolo del 
chirurgo quando si abbia a che fare con 
regioni anatomiche che ospitano sensi 
specifici. 

6. Ora che le difficolta diagnostiche e 
le perplessita tecniche sono state larga- 
mente superate, l’orientamento é di cer- 
care di saperne di pili sul paziente che si 
deve operare e di cercare di capirlo. 

7. Si raccomanda di applicare con in- 
telligenza i metodi di indagine e di pre- 
parare i pazienti alla cura spiegando e 
rassicurandoli. 


RESUME 


L’auteur disserte longuement sur les 
qualités inhérentes du chirurgien mod- 
erne. I] disserte aussi du malade, des 
maladies, des procédés d’entrainement, 
des méthodes de diagnostic, soit par 
examens somatiques soit par examens de 
laboratoire. L’auteur termine par un 
plaidoyer en faveur de ]’étude intelligente 
des examens de test pour fins de diag- 
nostic; et pour la préparation rationelle 
et émotive du patient. 


ZUSAM MENFASSUNG 


1. Der modern ausgebildete Chirurg 
ist sich der Bedeutung des Begriffes der 
Gesamtpersoenlichkeit in Zusammenhang 
mit seinen Bemuehungen um eine wirk- 
same Allgemeinbehandlung bewusst. 

2. Es wird eroertert, welche Sicher- 
heitsmassnahmen anzuwenden sind, um 
seelische Reaktionen auf koerperliche Un- 
tersuchungen, auf Laboratoriumsvorga- 
enge und chirurgische Eingriffe zu ver- 
meiden. 

3. Seitens des Arztes unbewusst auf 
den Kranken ausgeuebte Einfluesse ver- 
dienen mehr und mehr Beachtung, wenn 
man die Erfolge der Chirurgie sichern 
will. 
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4. Es gibt keine Formeln oder fest- 
gelegte Methoden zur Verhuetung arzt- 
bedingter Krankheiten, da jeder Kranke 
nach seinen eigenen Gesetzen lebt. 

5. In der Otolaryngologie, die mit 
allen Gebieten der Medizin eng verbunden 
ist, weiss man, welche Rolle der Chirurg 
spielt, der sich mit den die Sinnesorgane 
beherbergenden anatomischen Strukturen 
befasst. 

6. In der heutigen Zeit, wo viele tech- 
nische Schwierigkeiten und diagnostische 
Unklarheiten ueberwunden sind, ist man 
geneigt, tiefer in die Person des Kranken, 
der chirurgische Behandlung erfordert, 
einzudringen und ihn besser zu verstehen. 

7. Es wird angeregt, diagnostische 
Untersuchungen mit Umsicht anzuwenden 
und den Kranken auf die notwendigen 
Vorgaenge mit persoenlichen Erklaerun- 
gen und mit Zuspruch vorzubereiten. 


CONCLUSOES 


1. O cirurgidéo moderno deve estar 
prevenido quanto a importancia do con- 


ceito da “personalidade absoluta,” num 
esforco para se tornar o mais eficiente 
possivel. 

2. A salvaguarda na prevencao e na 
perpetuacao das reacdes emocionais para 
os exames fisicos, o procedimento nos 
“testes” e as intervencdes cirurgicas sao 
apreciadas, de maneira que se tornem 
bem compreendidas e avaliadas. 

3. Se si quer assegurar um completo 
sucesso cirtrgico ao paciente, se deve 
manté-lo ao desconhecimento das influ- 
encias iatrogénicas. 

4. Se cada paciente faz o regulamento 
por si proprio, nao havera maneira ou 
formula alguma que previna a_ iatro- 
génese da doenga. 

5. A oto-rino-laringologia esta per- 
feitamente segura do papel do cirurgiao 
no lidar com os dominios anatdmicos, 
construindo senso especial, e levando o 
exemplo para todos os demais setores da 
Medicina. 

6. Agora que as dificuldades técnicas 
e os problemas de diagnosticos foram 
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largamente clareados, devemos nos dedi- 
car a maior estudo sobre o doente que 
precise de um tratamento cirtrgico e de 
uma melhor compreensao sObre éle ainda. 

Um processo é proposto para a apli- 
cacao inteligente dos neios de diagnostico, 
e para a preparacaéo do paciente através 
explanacées verbais e sua tranquilidade 
de espirito. . 


RESUMEN 


1. El cirujano moderno es sabedor de 
la importancia del concepto “persona 
total” en su esfuerzo para suministrar un 
cuidado total eficiente. 

2. Se discuten las salvarguardias en 
la prevencion y perpetuaci6n de reacciones 
emocionales a los examenes fisicos, prue- 
bas y operaciones quirurgicas, de manera 
de que puedan ser tenidas en cuenta y 
puedan ser evitadas. 

3. La Influencias iatrogénicas induci- 
das inconscientemente en el paciente au- 
mentan de importancia si es de asegu- 
rarse el éxito quirtrgico. 

4. No existe formula 6 procedimiento 
establecido para prevenir la iatrogénesis 
de la enfermedad, cada paciente tiene una 
conducta propia en si. 

5. La otorinolaringoligia lleva la majes- 
tad de todas las ramas médicas y es de 
especial conocimiento el papel del cirujano 
cuando se trata de las estructuras ana- 
t6micas en las que residen los sentidos 
especiales. 

6. Ahora que han sido contrarestadas 
las dificultades técnicas y perplejidades 
diagnosticas, la inclinacién es hacia apren- 
der mas acerca del paciente que requiere 
tratamiento quirtrgico y entendimiento. 

7. Se aboga por la aplicacién inteli- 
gente de pruebas diagnosticas y por la 
preparacion del paciente para procedimi- 
entos esenciales, por medio de la expresi6n 
verbal y la confianza establecida. 
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cent development in the surgical 

treatment of pulmonary tuberculosis. 
Although the method has enjoyed increas- 
ing popularity in the management of 
various nontuberculous surgical lesions of 
the chest within the past two decades, 
this form of excisional pulmonary surgical 
intervention has been employed in pa- 
tients with tuberculosis only during the 
past four or five years. The application 
of the technic of segmental resection to 
tuberculous lesions was initiated with 
some apprehension. There was grave 
doubt in the beginning as to whether the 
procedure would prove safe and satisfac- 
tory for patients with pulmonary tuber- 
culosis. Early reports of impressive num- 
bers of patients treated in this manner 
are now accumulating in the literature, 
and the results thus far indicate that it 
is a method of great promise. Our con- 
viction that segmental resection consti- 
tutes a significant advance in the surgical 
management of pulmonary tuberculosis is 
based upon the results achieved in the 88 
consecutive resections of this type per- 
formed at the U. S. Naval Hospital, St. 
Albans, N. Y., between April 1948 and 
July 1952. In this paper, the selection of 
patients for operation, preoperative and 
postoperative care, surgical complications 


Scant develo resection is a fairly re- 
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and the early results of treatment by seg- 
mental resection will be stressed. 
Tuberculosis is a protean disease, large- 
ly unpredictable in its behavior and often 
widespread in its distribution within the 
lung. These and other factors have caused 
excisional surgical] procedures to be ap- 
proached with considerable caution. Ex- 
perience has emphasized the wisdom of 
that careful attitude. Until comparatively 
recently, resectional therapy for tuber- 
culous pulmonary lesions has been consid- 
ered chiefly, if not exclusively, a method 
of necessity. In many clinics, even to- 
day, pulmonary resection of any type is 
rarely elected in the definitive treatment 
of patients with this disease. Thus the 
time-honored indications for resection in 
cases of pulmonary tuberculosis are such 
conditions as thoracoplasty or pneumo- 
thorax failure, giant cavities, lower lobe 
cavities, destroyed lung, bronchostenosis, 
tuberculous bronchiectasis and certain 
tuberculous lesions in children. Such 
lesions are, in general, intractable to other 
forms of therapy, and excisional opera- 
tion is chosen in their management for the 
principal reason that other forms of treat- 
ment will probably be doomed to failure. 
Although insufficient time has elapsed for 
a final assessment of results, experience 
to date has convinced us that in certain 
well selected cases segmental resection is 
superior to any other form of manage- 
ment, even though it might be possible to 
treat the patient successfully by any one 
of several other methods. This applies 
particularly to the small localized lesion, 
cavernous or nodular, which is confined 
to a single segment, or to a patient in 
whom the primary focus occupies a seg- 
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ment and no more than one additional 
adjacent segment is involved. 

It is not suggested that segmental re- 
section is destined -to supplant completely 
other therapeutic methods which have 
stood the test of time, nor is it proposed 
as a cure-all applicable to all types of 
tuberculous pulmonary lesions. On the 
contrary, there is probably no form of 
treatment employed in this disease that 
requires more discriminating judgment, 
more careful evaluation of the patient, 
better preoperative preparation, more 
judicious timing of the operative proce- 
dure, more meticulous operative tech- 
nic, or more unremitting attention to the 
details of postoperative care than does 
segmental resection if the desired results 
are to be achieved. 

In general, it may be stated categor- 
ically that patients do well after seg- 
mental resection who would probably 
have reacted favorably to other thera- 
peutic methods. This is but another way 
of stating that the best results are to be 
anticipated in those patients who have 
demonstrated a relatively high degree of 
resistance to their disease. It is indeed 
the fact that they have been able to 
localize the tuberculous process _ that 
points them out as suitable candidates for 
segmental resection. One of the most at- 
tractive features of this surgical procedure 
lies in the conservation of healthy seg- 
ments of lung. However, it was learned 
from early experience that, because of 
the apparent necessity of conserving all 
possible uninvolved pulmonary paren- 
chyma in patients whose disease was ex- 
tensive and widespread, to elect seg- 
mental resection was to court disaster. 
The employment of this technic as a last 
resort in an otherwise desperate situation 
entails great risk and offers minimal pros- 
pects of success. 

What, then, are the indications for seg- 
mental resection? It can be stated simply 
that we have elected to employ this meth- 
od because it was originally our hope, and 
is now our belief, that in suitably se- 
lected cases segmental resection offers the 
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quickest, surest, least expensive and most 
satisfying method of bringing the pa- 
tient’s disease under control with a risk 
of complications no greater than those 
involved when other accepted methods of 
treatment are employed, if as great. Stud- 
ies of pulmonary function, now being 
done routinely both preoperatively and 
postoperatively in all our operative cases 
of tuberculosis, strongly indicate that less 
functional impairment follows segmental 
resection than occurs when alternative 
surgical procedures are utilized for simi- 
lar lesions. It can be definitely stated that 
there is no significant change in function 
after segmental removal of the diseased 
portion of lung. The studies on which this 
statement is based were carried out in 
the early postoperative period (within 
three months or less of the time of ex- 
cisional operation). Later functional in- 
vestigations in a few cases (six or more 
months after operation) show a trend 
toward actual improvement of function 
as compared with the preoperative status. 
This preservation of function by avoiding 
the needless sacrifice of healthy pul- 
monary parenchyma constitutes one of 
the more appealing features of the opera- 
tion. Furthermore, the follow-up studies, 
although not yet of sufficient duration to 
be conclusive, suggest that the perma- 
nency of the results achieved by this meth- 
od of management may well equal, if they 
do not actually excel, those accomplished 
by other forms of treatment. 

Extent and Distribution of Resections. 
—During the period of slightly over four 
years covered by this report, 130 patients 
have been treated by excisional proce- 
dures. The extent and distribution of the 
resections are presented in Table 1. Pa- 
tients treated by lobectomy or penumo- 
nectomy will not be considered in detail. 
The larger resections are included in the 
statistics merely to indicate the relative 
role that segmental operations have 
played in the overall program of resec- 
tional therapy for pulmonary tuberculosis 
in this hospital. It will be noted that the 
number of resections performed slightly 
exceeds the total number of patients 
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treated. The explanation for this apparent 
discrepancy lies in the fact that multiple 
segmental resections were occasionally 
performed at one operation. In rare in- 
stances the surgical procedure consisted 
of a lobectomy combined with segmental 
resection of one or more segments of an 
adjacent lobe. One patient underwent 
bilateral segmental operations. Seven 
women and 80 men were treated by re- 
section. The youngest patient was 19, the 
oldest 56, and the average age 33.1 years. 
Almost all of the patients were of the 
white race. 

Selection of Patients for Segmental Re- 
section.—The strong tendency of tuber- 
culosis to affect certain segments of the 
lung is well known. These commonly af- 
fected segments include the apical and 
posterior segments of the upper lobes 
and the superior segments of the lower 
lobes. Primary foci in one or more of 
these common sites may pursue any of 
several different courses, depending upon 
a number of factors. These include the 
virulence of the organisms, the patient’s 
innate resistance to tuberculosis, the stage 
of the disease in which the diagnosis is 
established and therapy instituted, and 
the efficacy of the treatment employed. 
Under ideal circumstances, when the diag- 
nosis is established early and wisely se- 
lected modern therapeutic measures are 
instituted promptly, many such lesions 
will heal. In other instances the diagnosis 
may be made so late or the patient’s re- 
sistance may be so low that extensive and 
widespread lesions are present before 
treatment is begun. In the former situ- 
ation, the indications for surgical inter- 
vention do not arise. In the latter, the dis- 
tribution of the disease precludes serious 
consideration of segmental resection as 
the treatment of choice. It is for patients 
with relatively small localized foci that 
the operation finds its greatest field of use- 
fulness. It must not be inferred that the 
patient’s lesions were always necessarily 
either small or localized. Many patients 
with rather extensive disease, whether 
unilateral or bilateral, may, as the result 
of carefully chosen and judiciously em- 
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ployed therapeutic methods, have their 
disease brought under control to a large 
degree, yet be left with a residual focus 
which is either actually or potentially 
hazardous. Thus many patients in this 
series have previously been treated by 
prolonged bed rest alone, bed rest com- 
bined with antibiotics, or both of those 
methods supplemented by- temporary 
phrenic paralysis, artificial pneumoper- 
itoneum, or both. Others have been man- 
aged by thoracoplasty on either the ipsi- 
lateral or the contralateral side, while still 
others have undergone previous excisional 
operations on either the same or the op- 
posite lung. 

Regardless of the means by which 
localization of the disease has been ac- 
complished, the essence of the problem 
remains the same. It consists of so treat- 
ing the patient that his clinically sig- 
nificant disease becomes stable and con- 
fined to one or two segments. 

Preoperative Preparation.—The treat- 
ment of any patient with pulmonary 
tuberculosis must necessarily be _ indi- 
vidualized, and it is therefore impossible 
to outline a standard plan of preoper- 
ative preparation. In fact, when treat- 
ment is begun there is no means by which 
one may accurately predict which patients 
will become candidates for segmental re- 
section, which will require more extensive 
surgical procedures, and which will re- 
spond satisfactorily to a conservative 
regimen alone. Thus certain therapeutic 
methods, such as a prolonged course of 
streptomycin combined with para-amino- 
salicylic acid, originally employed in the 
hope of arresting the disease, may ulti- 
mately prove to have been but a step in the 
preoperative preparation of the patient 
for segmental resection. The same may be 
said of artificial pneumoperitoneum or 
temporary phrenic paralysis. One may 
therefore speak only in general terms in 
discussing the preparation of a patient 
for segmental resection. Since this sur- 
gical method demands a stable lesion, no 
patient is accepted for segmental resec- 
tion whose period of observation has not 
been sufficiently long to permit an accur- 
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ate assessment of the behavior of his dis- 
ease. Obviously, tuberculosis that shows 
steady regression does not present the in- 
dications for excisional intervention, and 
patients whose lesions are progressive 
cannot be treated by resection with rea- 
sonable safety or anticipation of success. 
Every effort has therefore been made to 
establish stability in these patients. Care- 
fully controlled bed rest has been routine. 
Although its duration has varied, few 
patients have been operated upon who 
have had less than three months of bed 
rest. In the average case this period has 
been considerably in excess of six months. 

Approximately two-thirds of the first 
40 patients in this series did not receive 
streptomycin either preoperatively or 
postoperatively, whereas in the last 48 pa- 
tients it has been employed almost 


routinely. Our present practice is to give 
streptomycin to all patients in whose cases 
a positive bacteriologic diagnosis of tuber- 
culosis has been made. The drug is not 
given to patients from whom a positive 


culture has not been obtained. Among the 
last 48 patients, as in the first group of 
40, a few have been operated upon be- 
cause carcinoma was suspected. Those 
patients did not receive streptomycin. 

In passing, it is interesting to note that 
among the first 40 patients, the 26 who 
did not receive streptomycin showed no 
greater incidence of postoperative com- 
plications than did those who received the 
antibiotic, and achieved equally good re- 
sults. These results do not in any way 
depreciate the value of streptomycin, and 
we should not like to have them so inter- 
preted. The experience simply appears to 
indicate that segmental resection can be 
carried out in well selected cases with 
good results without the influence of 
streptomycin. Nevertheless, it is believed 
that the drug adds some degree of protec- 
tion, and ail patients with proved tuber- 
culosis now receive streptomycin and 
para-aminosalicylic acid prior to and after 
excisional operations. The drug is com- 
monly given in the dosage of 1 Gm. twice 
weekly, combined with para-aminosali- 
cylic acid, 12 Gm. daily. When other in- 
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dications for its use exist, it is continued 
without interruption from the time the 
therapy is instituted until the surgical 
program is completed. When the antibiotic 
is given solely because an excisional op- 
eration is contemplated, it is usually 
started two weeks prior to the operation. 
The duration of streptomycin therapy in 
the postoperative period depends upon 
the operative data and the postoperative 
behavior of the patient. This interval has 
varied from a few weeks to several 
months. 

Numerous patients in this series have 
been treated by temporary phrenic pa- 
ralysis, and in some instances the phrenic 
crush has been repeated one or more 
times. Even more frequently artificial 
pneumoperitoneum has been utilized, 
alone or in combination with phrenic pa- 
ralysis. Pneumothorax has been employed 
only a few times. The ideal sought has 
been not only to obtain localization within 
a segment, or to no more than two adja- 
cent segments, but to secure limitation 
of the lesion to a single well-defined focus 
within the involved segment. Experience 
indicates that in addition to well-con- 
trolled bed rest, with or without strepto- 
mycin, relaxation procedures of the types 
just mentioned hasten resolution of the 
perifocal reaction, aid in the control of 
small scattered foci, and generally speed 
the reparative processes which may so 
confine the patient’s disease as to make 
him a suitable subject for segmental re- 
section. 

Operative Technic.—The technic of seg- 
mental resection will not be considered in 
great detail. Defining segmental resection 
in the broad sense as consisting of the 
removal of less than a lobe, three tech- 
nics are available. These consist of (a) 
local enucleation, (b) wedge resection, 
and (c) anatomic segmental resection. 
Local enucleation is most applicable to 
those small, round, sharply circumscribed 
tuberculomatous lesions which present at 
a pleural surface. Wedge resection has 
proved a suitable method for removing 
similar lesions or localized nodular foci 
situated at or near the free margin of 
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Fig. 2.—A, 19-year-old white youth admitted with positive results from sputum test, productive 

cough, and loss of 10 pounds (4.5 Kg.) in weight. Cavity is seen in first anterior interspace. B and 

C, tomograms after five months’ bed rest show the lesion to be situated in the posterior subsegment 
of the left upper lobe. D, result after resection of posterior subsegment of left upper lobe. 
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TABLE 1.—Total Number of Resections for Pulmonary Tuberculosis, 1948-1952 (130 Cases) 


13.1% 
19.2% 
67.7% 


100.0% 


Pneumonectomy 17 cases 
Lobectomy 


Segmental resection. .....,.. 





67.0% 
10.2% 
22.8% 


100.0% 


Anatomic segmental resection. .59 cases 
Wedge excision 9 cases 
Local enucleation 20 cases 





88 cases 


Segmental Resection 
1 Anatomic Type 


Left Upper Lobe 
Apical-posterior segment 
Posterior subsequent 
Apical-posterior and anterior 

segments case 
Accessory anterior segment case 


24 cases 
cases 


Left Lower Lobe 
Superior segment 


2. Wedge Excision 
Left upper lobe 
Left lower lobe 
Right upper lobe 
Right lower lobe 


a lobe or along a fissure. We have re- 
cently abandoned the use of wedge resec- 


tion because of a growing conviction that 
lesions suited to this technic are equally 
safe for local enucleation, which entails 
less sacrifice of healthy parenchyma and 
less distortion of the residual pulmonary 
tissue. The large majority of these pa- 
tients have been managed by anatomic 
segmental resection. It scarcely need be 
mentioned that this operation requires 
an intimate knowledge of the anatomic 
nature of the bronchial tree. One must 
also be familiar with the vascular pattern 
of the various segments and aware of 
the common variations of the usual ar- 
rangement. The surgeon must possess the 
ability to recognize true anomalies of the 
blood supply when they are encountered. 

In performing segmental resection for 
tuberculosis we have used principally the 
lateral decubitus position and commonly 
resect an appropriate rib, most often the 
fifth. In young men and in most women 
we have utilized an intercostal incision, 
entering the chest most frequently 
through the fourth interspace. Early in 
this series it was almost a routine prac- 
tice to secure the bronchus before ligat- 


Right Upper Lobe 


Apical segment 

Posterior segment 

Apical & posterior segments 

Anterior segment 

Posterior & subsegment of apical 
segment 


Right Middle Lobe 
Laterial segment 

Right Lower Lobe 
Superior segment 

3. Local Enucleation 


Left upper lobe 
Left lower lobe 
Right upper lobe 
Right middle lobe 
Right lower lobe 


ing any of the vessels to a segment. With 
increasing experience, however, we have 
become more confident of our ability to 
recognize and identify the appropriate 
vessels with certainty, and have adopted 
the general policy of freeing, ligating and 
dividing the arterial supply to the seg- 
ment before directing attention to the 
bronchus. The segmental bronchus is 
freed, clamped and severed and the stump 
closed as the second step. Interrupted 
sutures of fine black silk are used for the 
primary layer of bronchial closure. Trac- 
tion is exerted upon the severed bronchus 
and, with the aid of gentle finger dissec- 
tion, the segment is stripped from its at- 
tachment to the adjacent segments. Care 
is exercised to carry out this stripping 
in the intersegmental plane, using the in- 
tersegmental vein as a guide. Branches 
of this vein of any significant size drain- 
ing the segment that is being removed are 
clamped, cut and ligated as they are en- 
countered. These are commonly very few. 
As the stripping proceeds, the principal 
veins draining the segment come into 
view. These are divided and ligated as 
they are exposed. We do not use the in- 
flation-deflation technic to verify the iden- 
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tity of the segmental bronchus after it 
has been clamped and before it is severed. 
That procedure has been found to be prac- 
tically useless, because of the common 
presence of abundant cross ventilation 
from adjacent segments. The surgeon 
must rely upon his knowledge of the anat- 
omy of the bronchial tree to select the 
proper segmental bronchus. In no instance 
has the wrong segmental bronchus been 
divided. If, during the course of stripping 
of a segment, the disease is found to have 
crossed the intersegmental plane to in- 
volve an adjacent segment, the stripping 
is discontinued immediately and the ad- 
joining segmental bronchus, or occasion- 
ally a subsegmental bronchus, is divided 
at its origin and the two segments then 
removed as one. By this means dissecting 
through grossly tuberculous parenchyma 
is avoided. When the segment has been 
removed, the pleural space is lavaged with 
warm sterile physiologic solution of sodi- 
um chloride. The security of the bronchial 
closure is tested by having the anesthetist 
increase the intrabronchial pressure to 
plus 15 cm. of water. At the same time 
the raw surface of the lobe is inspected 
for any large air leaks that may be pres- 
ent. Any encountered are closed with 
atraumatic figure-of-eight fine silk su- 
tures. Significant bronchiolar leaks are 
uncommon. No attention is paid to fine 
parenchymal air leaks. A second layer of 
closure, usually consisting of pleura, is 
routinely applied to the bronchial stump 
after the security of the primary closure 
has been established. 

After a sufficient trial we have aban- 
doned the use of all technics designed to 
cover the raw surface of the lung, such 
as pleural tents, pleural flaps, or suturing 
of the pleural margins of the residual seg- 
ments to each other or to the margin of 
an adjacent lobe. Such measures are un- 
necessary and may be actually detri- 
mental because of distortion of the resid- 
ual segments which must re-expand to fill 
the pleural space. Clotted blood at times 
accumulates beneath such flaps and inter- 
feres with interpretation of postoperative 
thoracic roentgenograms. Two thoraco- 
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tomy drainage tubes are used routinely. 
The tip of the upper tube is secured to 
the pleura or periosteum of the first rib 
in the extreme apex of the chest and is 
brought out through the second inter- 
costal space, somewhat medial to the an- 
terior axillary line. This tube is designed 
primarily to remove air. The lower tube 
is so placed that its tip lies-in the costo- 
vertebral gutter, and it is brought out 
through the eighth interspace in the pos- 
terior axillary line. This tube functions 
principally for the removal of fluid. Both 
tubes traverse the chest wall in an oblique 
manner so that air will not enter the chest 
when they are removed. Red rubber 30 F. 
rectal tubes are used. Such tubes are 
radiopaque; hence their position can be 
verified roentgenographically. They are 
sufficiently rigid not to collapse when high 
degrees of suction are employed, and their 
caliber is large enough to prevent their 
becoming plugged by blood clots or fibrin. 
Antibiotics, consisting of 1 Gm. of strep- 
tomycin and 600,000 units of penicillin, 
are instilled into the pleural space just 
prior to closure of the chest. We have no 
great faith in the efficacy of these agents 
employed in this manner. A large per- 
centage of the antibiotic solution is no 
doubt removed by suction soon after the 
chest is closed. There would be some ad- 
vantage if small loculated or trapped 
collections of fluid contained the antimi- 
crobial drugs, but in general their intra- 
pleural use probably contributes little to 
the safety of the patient. 

Postoperative Management.—The post- 
operative care of these patients rivals 
proper case selection as the most impor- 
tant contribution to success in the treat- 
ment of pulmonary tuberculosis by seg- 
mental resection. Ceaseless attention to 
detail is demanded. The paramount ob- 
jective is to secure prompt and complete 
re-expansion of the residual pulmonary 
tissue so that total obliteration of the 
pleural space is achieved. This implies the 
prevention of atelectasis, the complete re- 
moval of all fluid collections, the with- 
drawal of all air from the free pleural 
space and the sealing of all air leaks. To 
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accomplish these purposes, patent airways 
must be assured and a highly negative 
intrapleural pressure maintained. The pa- 
tient’s cough refléx is not to be abolished 
or unduly dulled by oversedation. Cough 
must be encouraged and assisted. Raising 
the patient to a sitting position and sup- 
porting his chest on the operative side 
while he coughs aids him greatly in cough- 
ing effectively. We have recently used a 
long-acting local anesthetic agent (Efo- 
caine (R)), injected into or adjacent to 
the intercostal nerves in the region of the 
incision at the time of theracotomy, in 
order to diminish the postoperative nar- 
cotic requirements and to promote more 
effective cough. Usually the nerve at the 
site of thoracotomy and two or three 
above and below it are anesthetized. Our 
impression is that this has been a very 
worth-while addition to the postoperative 
care of these patients. Drugs designed to 
thin and loosen secretions are of minimal 
value. Steam inhalations containing tinc- 
ture of benzoin occasionally seem to help. 
The accumulation of secretions within the 
bronchi requires the immediate use of in- 
tratracheal catheter suction. The nursing 
personnel are taught the technic of this 
procedure and are thoroughly indoctri- 
nated in the indications for its use. If 
for any reason the secretions cannot be 
promptly and adequately removed by 
catheter suction, the use of the broncho- 
scope at the bedside is resorted to with- 
out hesitation. Postoperative atelectasis 
can and must be prevented. 

No single factor is of greater impor- 
tance in the postoperative care of pa- 
tients who have undergone segmental re- 
section for tuberculosis than the proper 
application of suction through the thor- 
acotomy drainage tubes. Simple waterseal 
is absolutely inadequate. Active suction 
is essential, and it must be of sufficient 
degree to create a highly negative intra- 
pleural pressure. We use a motor-driven 
suction pump which creates a negative 
pressure of between minus 40 and minus 
50 em. of water. Large air leaks require 
that the amount of suction be increased 
so that the air may be removed more 
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rapidly than it accumulates, thus main- 
taining a negative pressure in spite of the 
leaks. Should pocketing occur, so that one 
or more areas in the pleural space are 
sealed off and not subjected to suction, 
additional tubes are inserted in those 
spaces and they, too, are connected with 
the suction apparatus. A trocar and 
cannula are utilized to insert such cath- 
eters at the bedside, and size 16 F. red 
rubber urethral catheters are used. Mul- 
tiple catheters are unhesitatingly inserted 
if the indications arise. 

These patients have been followed 
closely by auscultation of the chest car- 
ried out several times daily and by port- 
able chest roentgenograms taken at least 
once daily in the early postoperative pe- 
riod. If air leaks continue for more than 
a few days and if the lung does not rapid- 
ly re-expand to fill the chest, still greater 
suction is applied and other measures are 
instituted. In such cases an artificial 
pneumoperitoneum is given as soon as a 
persistent leak or failure of the re-ex- 
panded lung to fill the chest completely 
becomes manifest. This measure has been 
employed as early as forty-eight hours 
after resection. In a few cases, temporary 
phrenic paralysis has been used to sup- 
plement the relaxation afforded by pneu- 
moperitoneum. Rarely will these meas- 
ures used in combination fail to control 
an air leak or to secure complete obliter- 
ation of the pleural space. If they are to 
be of value they must be employed early, 
before pleural symphysis has occurred to 
bind the lung in its inadequately expanded 
position. 

We have given streptomycin in the post- 
operative period in the manner previously 
mentioned. The antibiotic is generally 
continued for at least three months. A bed 
rest regimen is continued for a minimum 
of six months after the operation. It is 
possible that our attitude is this respect 
is overcautious; in our opinion, however, 
it is a small price to pay if it will help 
assure arrest of the patient’s disease, and 
we do not feel capable of selecting unerr- 
ingly those patients who can be safely al- 
lowed increased activity at an earlier time. 
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Complications—The complications en- 
countered in this series of patients are 
listed in Table 2. Although any division 
of complications into those of major and 
those of minor importance must neces- 
sarily be an arbitrary one, dependent 
upon the judgment and philosophy of the 
responsible surgeon, it is our opinion that 
such a separation is of some importance 
if the hazards of segmental resection are 
to be reflected truly. Complications which 
have prolonged the period of hospitaliza- 
tion, those which have required additional 
large scale surgical procedures in their 
management, and those which have sig- 
nificantly altered the patient’s prognosis 
are classified as major. Conversely, those 
requiring no additional surgical measures 
or, at most, a relatively simple operation, 
those which have not necessitated addi- 
tional hospitalization, and those which 
have not influenced the patient’s prog- 
nosis adversely are considered minor. 
Every complication, no matter how trivial, 
is included in this report, regardless of 
type and whether or not it was judged to 
be related to the fact that the patient 
had tuberculosis or to the operative pro- 
cedure performed. 

Major Complications: On the basis 
aforementioned, the major complications 
totaled 13.5 per cent. It must not be in- 
ferred that 13.5 per cent of the patients 
had major complications. On the con- 
trary, the vast majority of them escaped 
such difficulties. When complications did 
occur, they were much more apt to be 
multiple than single. For example, the re- 
activations occurred exclusively in pa- 
tients is whom there developed a broncho- 
pleural fistula with empyema. The 
existence of empyema has been automatic- 
ally assumed in the presence of a broncho- 
pleural fistula, regardless of whether or 
not it was clinically demonstrated. Of the 
four empyemic accumulations in this 
series, only one was of any appreciable 
size. It occurred in the patient who failed 
to survive. In addition to a_broncho- 
pleural fistula with extensive empyema, 
this patient, who had undergone seg- 
mental resection of the apical and poster- 
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TABLE 2.—Complications and Fatalities 
in 88 Cases* 
Major Complications 
Cases 
Bronchopleural fistula with empyema. 4 4.5% 
A. Eventually fatal 
B. Successfully treated by 
thoracoplasty 
C. Successful secondary closure....1 
D. Fistula still present 


Postoperative hemorrhage followed by 
fatal lower nephron nephrosis 

Cardiac arrest, successfully managed, 
no sequeleae 


Minor Complications 


Localized apical pneumothorax 
A. Successfully managed by small 
tailoring thoracoplasty 
B. Refused further surgical treat- 
ment 
Persistent air leak requiring catheter 
suction 
Atelectasis 
Hemothorax 
Thrombophlebitis 
Parotitis 
Bursitis, trochanteric, down side 


Deaths 


1. Bronchopleural fistula; empyema; spread 
to lower lobe and opposite side; death due to 
anesthetic accident at pneumonectomy 10 months 
later. 

2. Death on 9th postoperative day due to 
lower nephron nephrosis; possible transfusion 
reaction. 

8. Chronic alcoholism; esophageal stricture; 
cultures and thoracic roentgenograms normal 8 
months after operation; sudden death 1 year 
after operation, following period of increasing 
dysphagia. 


*The first segmental resection was done in 
April 1948; the most recent, in July 1952. 
Average follow-up, 14 months. All postoperative 
complications are included, whether or not they 
are considered attributable to the type of oper- 
ation performed. 


ior segments of the right upper lobe, ex- 
perienced a serious spread to the lower 
lobe on the same side. Right pleurectomy- 
pneumonectomy was carried out success- 
fully, but the patient died of an unfort- 
unate anesthetic accident at the conclu- 
sion of the operation. We have included 
this as a death due to tuberculosis and 
attributable to segmental resection, al- 
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though it is obvious that we had no op- 
portunity to determine what the end re- 
sult would have been. This was the only 
operative mortality in the series, includ- 
ing the 17 pneumonectomies and 25 
lobectomies as well as the 88 segmental 
resections. The fistulas in 2 cases have 
been closed for many months and the 
empyema completely cleared. The fourth 
fistula occurred in a recent case. The pa- 
tient is being managed by intercostal 
catheter suction. He has neither clinical 
nor roentgenographic evidence of an 
empyema, and his sputum now gives 
negative results on culture. Although ac- 
cepted as such, it has not been clearly 
established that the complications which 
this patient has suffered are tuberculous 
in origin. They occurred in the immedi- 
ate postoperative period, whereas tuber- 
culous fistulas commonly make their ap- 
pearance somewhat later. Technical faults 
in the bronchial closure may well be res- 
ponsible for this fistula. 

Two of the three spreads reported 
herein occurred late, many months after 
segmental resection and after the patients 
had been discharged from the hospital. 
Both had bilateral disease; each had had 
a contralateral thoracoplasty. One of these 
was not a standard modern thoracoplasty 
of seven or more ribs, sufficient to permit 
the scapula to “bed in”, but a five-rib 
thoracoplasty without partial scapulec- 
tomy. Although the spread was bilateral, 
the principal disease appeared on the side 
of the small thoracoplasty with lesser 
lesions on the side of resection. That this 
spread could reasonably be attributed to 
the five-rib thoracoplasty, which was in- 
adequate from the standpoint of main- 
taining sufficient permanent collapse of 
the contralateral disease, might well be 
considered. On the second patient a 
standard seven-rib thoracoplasty was per- 
formed, with partial scapulectomy on the 
right and later a resection of the apical- 
posterior and anterior segments of the 
left upper lobe. This was followed by 
a five-rib tailoring thoracoplasty on that 
side five weeks later. There has been no 
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evidence of activity on the left since the 
resection. The patient’s sputum remained 
continued to give positive results on cul- 
ture after the resection, but he left the 
hospital against advice before the source 
of these cultures could be determined. Sub- 
sequent studies have shown a spread to 
the right lower lobe, and tomograms re- 
veal a patent cavity beneath the right 
thoracoplasty. In the second of these pa- 
tients therefore certainly, and in the first 
one probably, spread occurred on the side 
treated by thoracoplasty and opposite the 
side treated by segmental resection. Never- 
theless, their cases have been included 
among those in which complications were 
due to segmental resection. Reactiva- 
tions of preexisting disease, known to be 
present prior to segmental resection, oc- 
curred in 3 instances. In view of the fact 
that many of these patients were known 
to have had additional demonstrable dis- 
ease other than that affecting the foci 
which were resected, the total incidence 
of reactivation, both early and late, of 
3.4 per cent is agreeably small. 

The second death in this series occurred 
in the early postoperative period and was 
particularly distressing. A 27-year-old 
white man had undergone segmental 
resection of the apical and posterior seg- 
ments of the right upper lobe for a cavern- 
ous lesion. Rather dense vascular ad- 
hesions bound the visceral to the parietal 
pleura in the costovertebral gutter at the 
site of the disease. These were divided 
by sharp dissection, and the segmental 
resection was accomplished with ease. 
Five hours after the operation it became 
apparent that an excessive amount of 
blood was escaping from the thoracotomy 
drainage tubes. Eight hundred cc. of 
grossly bloody fluid had accumulated in 
the drainage bottle. Although the patient’s 
condition was good, it was decided that 
the chest should be reopened. Type-spe- 
cific blood was not available at the time, 
but in the face of continued bleeding we 
were anxious to carry out thoracotomy 
before shock supervened. The patient was 
therefore given 500 cc. of type 0 Rh- 
negative blood with Witebsky substance 
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added. When the chest was reentered the 
bleeding was found to be coming from 
the previously divided adhesions. The 
bleeding points were rapidly and securely 
controlled by fine figure-of-eight silk su- 
ture-ligatures. The patient’s condition im- 
mediately after the second operation ap- 
peared excellent, but by the second post- 
operative day it was apparent that he was 
anuric. Systematic investigation showed 
that he presented the full-blown clinical 
picture and laboratory findings of lower 
nephron nephrosis. Treatment was un- 
availing, and he died on the ninth 
postoperative day. Portable chest films 
had been essentially normal through- 
cut the postoperative course, and post- 
mortem examinations revealed no ab- 
normalities of the lungs except evidence 
of a recent segmental resection of the 
apical and posterior segments of the right 
upper lobe. 

The single case of cardiac arrest was 
that of a 5l-year-old white man who 
underwent resection of the apical-poster- 
jor segment of the left upper lobe for a 
large thick-walled cacity. The operative 
procedure was entirely uneventful. Post- 
operative bronchoscopic measures were 
carried out in the operating room in or- 
der to remove any secretions that might 
have spilled over into the opposite lung 
during the operation. Cardiac standstill 
occurred as the bronchoscope was with- 
drawn. Fortunately, it was discovered im- 
mediately, and the thoracotomy incision 
was reopened within two minutes. Arrest 
in diastole was found to have occurred. 
Massage was instituted, and excellent 
rhythm was promptly reestablished. After 
ten minutes’ observation the wound was 
again closed. There were no sequelae. 

Minor Complications: The total inci- 
dence of minor complications was 27.1 
per cent, but here again the percentage 
of patients who suffered minor compli- 
cations comes to a considerably smaller 
figure. As has been mentioned, most of 
them had no complications whatsoever. 
When minor complications occurred, mul- 
tiplicity was the rule. For example, a 
single patient was much more apt to have 


STOREY AND ROTHMANN: SEGMENTAL RESECTION 


a persistent air leak, atelectasis and a 
localized apical pneumothorax than were 
3 patients to have one each of those com- 
plications. Eight patients (9 per cent) 
failed to expand the residual lung suffici- 
ently to fill the hemithorax and as a result 
were left with a persistent apical pneu- 
mothorax. This space was_ successfully 
obliterated in 7 patients by a small “tailor- 
ing” thoracoplasty, consisting of the re- 
moval of moderate length posterior seg- 
ments of ribs four, three, and two, the 
fifth rib usually having been resected at 
the time of thoracotomy. The transverse 
processes were not taken. The eighth pa- 
tient refused further surgical treatment, 
and the space had shown no change dur- 
ing a nine months postoperative observa- 
tion. No fluid formed, his lung fields re- 
mained clear, he was clinically well and his 
sputum gave negative results on culture 
at the time of his latest follow-up. It is 
interesting to note that these 8 examples 
of a residual apical air space were en- 
countered in the first 38 cases. None have 
occurred in the last 50 cases. We do not 
consider this fortuitous, but attribute it 
to more active postoperative suction, more 
careful placement of the thoracotomy 
drainage tubes, less delay in the insertion 
of additional suction catheters when in- 
dicated, quicker resort to pneumoperi- 
toneum or phrenic paralysis if needed, 
and more vigorous measures designed to 
prevent or relieve postoperative atelec- 
tasis. Some may object to the classifica- 
tion as “minor” of a postoperative com- 
plication which requires additional sur- 
gical intervention. We are convinced, 
however, that this is a purely mechanical 
problem, that of obliterating a space, and 
is not directed at the treatment of tuber- 
culosis per se. After resection of the 
major disease focus, a tailoring thoraco- 
plasty is a simple operation which car- 
ries little risk, either as a surgical proce- 
dure or from the standpoint of the pos- 
sible spread or exacerbation of tubercu- 
losis. No complications and no morbidity 
have followed these small space-obliter- 
ating operations. 

In 1 patient (1.1 per cent) a moderate- 
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sized clotted hemothorax inexplicably de- 
veloped after wedge resection of a tuber- 
culoma from the left lower lobe. It was 
readily managed by aspiration following 
the instillation of streptokinase-strepto- 
dornase solution which liquified the clots. 
There were no residua or sequelae. Rec- 
ognizable atelectasis occurred in the early 
postoperative period in 5 patients (5.7 
per cent). Intratracheal catheter suction, 
perhaps repeated several times, usually 
relieved the condition. When it failed to 
do so, aspiration through the bronchoscope 
was always successful. Minor thrombo- 
phlebitis of a leg vein which had served 
as the channel for intraveous fluids and 
blood transfusions was observed in 1 in- 
stance. It quickly subsided without spe- 
cific therapy. In 1 patient parotitis de- 
veloped in the postoperative period, but 
it soon cleared up without adverse conse- 
quences. A final minor complication was 
trochanteric bursitis involving the hip 
upon which the patient lay during thora- 
cotomy. This responded promptly to a 
conservative regimen. 

Early Results and Present Status of 
Patients Treated by Resection.—It is re- 
iterated that any conclusions reached as 
to the results of segmental resection in 
this series of patients should be con- 
sidered tentative, subject to modification 
by the results of more prolonged follow- 
up studies. At least five years must elapse 
after the resection before definitive judg- 
ment can be passed as to the merits of 
the procedure in a given case. Since the 
first patient underwent resection but 
slightly over four years ago and the last 
whose case is included in this report was 
operated upon approximately three 
months ago, our present enthusiasm is 
necessarily restrained as we await further 
observation of the patients whom we have 
treated. An attempt has been made to 
follow every patient in this series. A 
follow-up of at least six months is avail- 
able on every patient. A recent follow- 
up, including the results of sputum cul- 
tures and roentgenograms of the chest 
in most cases, has been obtained for 83 
of the 84 surviving patients (88 seg- 
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mental resections were performed upon 87 
patients, 1 patient’s operation having 
been bilateral). 

The 2 patients who died in the hospital 
(2.3 per cent) have already been dis- 
cussed. Twenty-five patients (28.7 per 
cent) remain in the hospital. All of them 
are clinically well, and all have normal 
sputum. Almost all of them are still hos- 
pitalized because of our strict policy of 
insisting upon a minimum of six months 
bed rest after the resection. A few pa- 
tients have been retained for adminis- 
trative reasons applicable to certain per- 
sons in the military service. Sixty pa- 
tients (69 per cent) have been discharged. 
Of these, 58 (96.7 per cent) each had “‘neg- 
ative” sputum at the time of discharge, 
while the sputum of 2 (3.3 per cent) then 
gave positive results on culture. One of 
these patients had previously undergone 
contralateral thoracoplasty, and he suf- 
fered a spread soon after his discharge. 
The spread occurred on the thoracoplasty 
side after a segmental resection on the 
opposite side, and it has remained con- 
fined to that side. This patient left the 
hospital against advice, continued hos- 
pital treatment having been suggested be- 
cause of the known positive results of his 
sputum cultures. The other patient, whose 
sputum was repeatedly sterile for tuber- 
culosis on preoperative culture, had a ma- 
ture tuberculoma removed from the tip 
of the left posterior basal segment by 
wedge resection. Culture of the surgical 
specimen gave negative results for M. 
tuberculosis. Five consecutive monthly 
postoperative sputum smears and cultures 
and one culture of the bronchial aspirate 
gave negative results for acid-fast bacilli, 
but the results of the sixth culture, re- 
ported after the patient had been dis- 
charged from the military service because 
of arthritis, were reported as positive. 
Meanwhile, his postoperative chest roent- 
genograms revealed no abnormality what- 
ever, and there were no clinical signs even 
faintly suggestive of an active pulmonary 
lesion. It is our conviction that the posi- 
tive results on sputum culture reported 
in this case represent a laboratory error, 
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TABLE 3.—Segmental Resection for Pulmonary Tuberculosis: 
Early Results and Present Status 


2.3% 


Died in hospital’ 
25 28.7% 


Still in hospital 
Sputum “negative” 
a 
ischarge 
Sputum “negative” 
Sputum “positive” 


60 69.0% 


100.0% 87* 


*There were 88 resections in 87 patients (1 
bilateral resection). 


All surviving patients: 
Sputum “negative” 
Sputum “positive” 


95.2% 
4.8% 


100.0% 


but, since we lack proof to support that 
opinion, the patient is included as a pa- 
tient with “positive sputum” persisting 
after segmental resection. Further follow- 
up studies of the patient are in progress. 

There has been one death among the 
group of patients who were discharged 
(1.7 per cent). This occurred in a 56- 
year-old white man who was chronically 
alcoholic and who had a high grade eso- 
phageal stricture, due probably to peptic 
ulceration of the distal portion of the 
esophagus. He died suddenly after a 
period of increasing dysphagia. It has 
not been possible to ascertain the precise 
cause of his death. His sputum culture 
revealed no M. tuberculosis, and he had 
no active pulmonary disease at the time 
of his discharge. The lesion in this case 
was also a mature tuberculoma of the 
right lower lobe, and the early postopera- 
tive course had been perfectly benign. 
Three sputum cultures planted respec- 
tively at six, seven and eight months after 
his discharge showed no acid-fast bacilli, 
and his thoracic roentgenograms at that 
time showed no active pulmonary disease. 
There is strong presumptive evidence that 
his death was not due to tuberculosis or 
to surgical complications. 

The ultimate test of the efficacy of any 
method employed in the treatment of 
patients with pulmonary tuberculosis is 
the ability of the persons so treated to 
return to productive employment and to 


Present Status of 60 Discharged Patients 
Working 38 63.3% 
Recently discharged, clinically well...14 23.3% 
Hospitalized with “positive” sputum.. 3 5.0% 
Not working 2 3.3% 
Clinically well 
Myocardial infarction 
Work status not known 1.7% 
1.7% 
1.7% 


100.0% 


91.7% 


Working or able to work 
8.3% 


Unable to work 
60 100.0% 


a useful place in society. Thirty-eight of 
the discharged patients (63.3 per cent) 
are working full or part time. Three 
(5 per cent) have been rehospitalized with 
sputum cultures giving positive results. 
This group includes 1 patient, previously 
mentioned, who left the hospital against 
advice while the cultures were still indica- 
tive of the disease. A second patient, 
whose sputum revealed positive results 
after the observation of negative results 
at the time of discharge, also presented 
a bilateral problem. He had undergone 
previous bilateral thoracoplasties, includ- 
ing a five-rib thoracoplasty without partial 
scapulectomy on the right and a seven- 
rib thoracoplasty with partial scapulec- 
tomy on the left. A residual slit cavity 
on the left, together with a positive result 
from sputum culture, necessitated seg- 
mental resection beneath the thoraco- 
plasty. The sputum culture was converted, 
and he was clinically well at the time 
of his discharge. He was readmitted one 
and one-half years later in a critical con- 
dition, with extensive bilateral spread. 
The third patient, a 55-year-old white 
man who underwent resection of the 
apical-posterior segment of the left up- 
per lobe for caseocavitary disease, had 
normal sputum at the time of his dis- 
charge and continued in this condition 
for one year. His sputum then again 
yielded positive results, which have been 
intermittently positive for the past year. 
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Serial roentgenograms of the chest over 
a period of three years since the resec- 
tion have shown no essential change, and 
an intensive search has failed to reveal 
the source of the occasionally positive 
results of sputum cultures. He is not 
clinically ill. 

Fourteen patients (23.3 per cent of the 
discharged patients who survive) are 
clinically well but not working. We have 
advised a majority of these patients to 
spend at least six months in rehabilitation 
after their discharge before seeking regu- 
lar employment. Two patients (3.3 per 
cent) who were discharged over six 
months ago are not working. One of these, 
previously gainfully employed, had a re- 
cent myocardial infarction. We have been 
unable to ascertain why the other patient 
is not working. It has not been possible 
to determine the work status of 1 addi- 
tional patient (1.7 per cent). The final 
patient among the 59 surviving discharged 
patients suffers with arthritis and is not 
working. The results of his last sputum 


culture, reported after his discharge, were 


positive. His case has already been dis- 
cussed. 


SUMMARY 


A series of 130 patients who have under- 
gone excisional operations for pulmonary 
tuberculosis at the U. S. Naval Hospital, 
St. Albans, N. Y., during the past four 
years is reported. Seventeen patients, 
(13.1 per cent) underwent pneumonec- 
tomy; lobectomy was performed in 25 
instances (19.2 per cent) and 88 patients 
(67.7 per cent) were treated by segmental 
resection. Detailed consideration is given 
only to those patients who underwent seg- 
mental resection. 

The extent of operation, the operative 
and postoperative complications, and the 
present status of the patients treated by 
segmental résection have been carefully 
analyzed. There were 3 deaths (3.4 per 
cent). Two patients (2.3 per cent) died 
in the hospital, and in neither case was 
the death directly attributable to tuber- 
culosis or to the type of operation per- 
formed. One patient (1.1 per cent) died 
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of an anesthetic accident, and the other 
hospital death (1.1 per cent) was due to 
lower nephron nephrosis, possibly the re- 
sult of a transfusion reaction. The third 
death (1.1 per cent) occurred long after 
the patient’s discharge. This fatality ap- 
parently resulted from an unrelated cause; 
his tuberculosis appeared to be arrested 
at the time of the patient’s death. 

The percentage of major complications 
was 138.5 per cent, although the percen- 
tage of patients with major complica- 
tions was much smaller. Bronchopleural 
fistulas occurred in 4.5 per cent, spread 
in 3.4 per cent and reactivations in 3.4 
per cent. There was 1 case of fatal lower 
nephron nephrosis (1.1 per cent) and 1 
of nonfatal cardiac arrest (1.1 per cent). 

Minor complications totaled 27.1 per 
cent. The most frequently encountered 
minor complications were localized apical 
pneumothorax (9 per cent), persistent air 
leak (8 per cent) and atelectasis (5.7 per 
cent). There was 1 case each of hemo- 
thorax, thrombophlebitis, parotitis, and 
trochanteric bursitis (1.1 per cent each). 

At the time of writing, 4 of 84 sur- 
viving patients (4.8 per cent) have “posi- 
tive” sputum while the sputum on culture 
gives negative results in 95.2 per cent. 
Of the 4 patients with positive results, 
2 have bilateral disease and each has had 


‘a contralateral thoracoplasty. The authen- 


ticity of the single result from a sputum 
culture in 1 case is doubted, and detailed 
and prolonged hospital investigation of 
the remaining patient has failed to estab- 
lish the source of the intermittently posi- 
tive results of his sputum cultures. 
Twenty-five patients (28.7 per cent) 
remain in the hospital. Thirty-eight (64.4 
per cent) of the 59 discharged patients 
who survive are gainfully employed. Three 
have been readmitted because of positive 
sputum cultures, and one has had a recent 
myocardial infarction, prior to which he 
was working full time. Sixteen other dis- 
charged patients (27.1 per cent) are clini- 
cally well and apparently able to work but 
have been advised, as a precautionary 
measure, not to do so for the present. The 
work status of 1 additional patient has 
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not been ascertained, but since he has 
normal sputum and is clinically well, it 
may be assumed that he, too, is able to 
work. Thus, 93.2 per cent of the surviv- 
ing discharged patients, or 91.7 per cent 
of all discharged patients, are considered 
physically fit for employment. 


CONCLUSIONS 


Segmental resection is a useful addi- 
tion to the surgical methods employed in 
the treatment of pulmonary tuberculosis. 
Careful case selection, patient and wise 
preoperative preparation, accurate timing 
of the surgical procedure, skillful sur- 
gical technic, and meticulous attention to 
the details of postoperative care are de- 
manded if the desired results are to be 
accomplished. When these tenets are ad- 
hered to strictly, a high percentage of 
successes can be anticipated. On the con- 
trary, if they are violated, the rate of 
complications will increase, the number 
of satisfying results will decrease, and 
the operation will fall into disrepute. All 
surgical treatment of tuberculosis requires 
a thoughtful attitude and painstaking 
work on the part of the responsible sur- 
geon if a successful outcome is to be 
achieved, and segmental resection is no 
exception to this rule. 
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neered by Dr. Chamberlain, who personally per- 
formed the operations in a number of the early 
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sultant throughout the period during which the 
cases herein reported were treated. 


RESUMEN 


La reseccién segamentaria es una adic- 
idn util a los métodos quirtrgicos emple- 
ados para el tratamiento de la tuberculosis 
pulmonar. Se requieren para los mejores 
resultados la cuidadosa seleccion del caso, 
paciente y amplia preparaciOn preopera- 
toria, adaptaci6n adecuada del procedimi- 
ento quirtrgico, técnica quirtrgica im- 
pecable y atencidn minuciosa de _ los 
cuidados postoperatorios. Cuando todo 
esto se sigue estrictamente puede antici- 
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parse un alto porcentaje de éxitos. Por 
lo contrario, si hace caso omiso aumentara 
el indice de complicaciones, disminuira el 
numero de resultados satisfactorios y la 
operaciOn caera en descrédito. El tratami- 
ento quirtrgico de la tuberculosis requiere 
actitud tenaz y trabajo cuidadoso por 
parte del cirujano responsable para alcan- 
zar éxito satisfactorio, no siendo excepci6n 
a esta regla la reseccién segmentaria. 


SUMARIO E CONCLUSOES 


A ressecéo segmentar é€ um metodo 
auxiliar aos processos cirurgicos empre- 
gados na cura da tuberculose pulmonar. 
Uma cuidadosa selecao dos casos, uma 
paciente e prudente preparacao pre-opera- 
téria, uma execucéo rigorosamente apri- 
morada da técnica operatoria, devem sér 
fielmente observados se se deseja o resul- 
tado colimado. 

Quando estas recomendacées sao obser- 
vadas a risca, uma maior porcentagem de 
sucésso pode se verificar; caso contrario, 
se elas n&o sao respeitadas, o indice de 
complicagdes aumentara, o numero de 
resultados satisfat6rios caira propor- 
cionalmente, vindo a intervencao cair no 
descredito. 

Todo tratamento cirtrgico da tubercu- 
lose pulmonar exige atenta atitude e um 
trabalho assdz penoso de parte do cirtr- 
giao responsavel se se deseja registrar 
mais um sucésso; e a ressecao segmentar 
nao é uma excecao para essa regra. 


RESUME 


La tuberculose pulmonaire est grande- 
ment améliorée par la résection segmen- 
taire. Pour avoir un bon résultat, il est 
important de bien choisir ses cas; de les 
bien préparer a |’intervention, de pra- 
tiquer celle-ci au temps opportun avec une 
technique méticuleuse. De la sorte, les 
statistique sont encourageantes. Dans le 
cas contraire, les résultats sont désas- 
treux. Cette chirurgie demande beaucoup 
d’efforts de la part du chirurgien. 
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ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


Die Resektion von Lungensegmenten 
stellt eine wertvolle-Bereicherung der in 
der Behandlung der Lungentuberkulose 
angewandten chirurgischen Verfahren 
dar. Zur Erzielung der gewuenschten Re- 
sultate sind sorgfaeltige Auswahl der 
Faelle, geduldige und umsichtige Vorbe- 
reitung zur Operation, vorsichtige Be- 
stimmung des Zeitpunktes des chirur- 
gischen Eingriffs, Erfahrung in der chir- 
urgischen Technik und peinliche Beach- 
tung aller Einzelheiten in der postopera- 
tiven Pflege erforderlich. Wenn an diesen 
Grundsaetzen festgehalten wird, kann 
mit einem hohen Prozentsatz von Erfol- 
gen gerechnet werden. Ein Abweichen von 
diesen Grundforderungen muss auf der 
anderen Seite zu einem Ansteigen der 
Komplikationen, zu einer Verminderung 
zufriedenstellender Erfolge und zu einer 
Diskreditierung der Operation fuehren. 
Keine chirurgische Behandlungsmethode 
der Tuberkulose kann zu einem erfolg- 
reichen Ende fuehren, wenn der verant- 
wortliche Chirurg es an Aufmerksamkeit 
und Sorgfalt fehlen laesst; und die Seg- 
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mentresektion der Lunge macht keine 
Ausnahme von dieser Regel. 


RIASSUNTO E CONCLUSIONI 


La resezione segmentaria é una utile 
aggiunta ai metodo chirurgici in uso nella 
cura della tubercolosi polmonare. Per 
ottenere buoni risultati si richiede un’ac- 
curata scelta dei casi, una paziente e 
completa preparazione operatoria, una 
opportuna scelta del tempo, un’abile tec- 
nica e una meticolosa attenzione ai det- 
tagli del trattamento post - operatorio. 
Quando questi principi sono seguiti fedel- 
mente ci si pud attendere una grande 
percentuale di successi. Quando vengono 
trascurati, al contrario, le complicazioni 
cresceranno, il numero dei risultati soddis- 
facenti diminuira e |’intervento cadra in 
discredito. 

La cura chirugica della _ tubercolosi 
richiede attenzione e lavoro diligente da 
parte del chirurgo coscienzioso che vuole 
raggiungere il successo; e la resezione 
segmentaria non fa eccezione a questa 
regola. 


To Our Contributors Abroad 


We regret to announce that under current publishing conditions it has be- 
come impossible for the Journal to arrange the translation into English of 
original articles submitted in other languages. With the single exception of 
articles written specifically for the Seccion en Espanol, which, of course do not 
require translation, we must therefore request that all articles henceforth be 
submitted in the English language. Prompt publication can be greatly facili- 
tated if. all manuscripts are typed in double or triple space to allow room for 


editorial corrections. Your cooperation will be deeply appreciated. 





Further-Experience with an Operation 
for the Cure of Certain Types of Impotence 


OSWALD S. LOWSLEY, M.D., F.A.C.S., F.1.C.S. 
AND 
ANTONIO RUEDA E., M.D. 
NEW YORK 


devised by the senior author in 
1933 and utilized on man after 
thorough experimentation on dogs was 
first published in 1935. Since then many 
hundreds of patients have been operated 
upon, with a high percentage of cures in 
men previously subjected to every other 
type of treatment without success. The 
gratitude of such a patient is profound 
and a wonderful reward to the surgeon. 
The preliminary experiments on ani- 
mals proved a point on which physiologists 
had been uncertain. The older writers 


A DESCRIPTION of the operation 


stated that erection was caused by stasis 


due to contraction of the ischiocavernosus 
and bulbocavernosus muscles. Certain 
later writers were of the opinion that it 
was caused by an increased arterial flow, 
and there were numerous other theories. 
Our animal-experiments proved the cor- 
rectness of the older theory. Sixteen dogs 
were operated upon, the bulbocavernosus 
and ischiocavernosus muscles being tight- 
ened with ribbon gut. In this group, 
priapism lasting up to six months was pro- 
duced. A second and smaller group of 
dogs were subjected to complete excision 
of these muscles, making erection impos- 
sible even when the animal was subjected 
to a bitch in heat—which is, of course, the 
strongest of all stimuli for a male dog. 
Male human patients were then subject- 
ed to the operation, which is described be- 
low. The first man operated upon was 40 
years old. Three years earlier he had 
undergone an operation for a discharging 
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fistula extending to the seminal vesicle, 
and since then the seminal vesiculec- 
tomy had been impotent. Postoperatively, 
he began to have erections; he was dis- 
charged ten days after the operation, and 
during a period of three days after his 
discharge he had sexual intercourse seven 
times. 

The second patient was a Spaniard who 
became impotent at the age of 35 years, 
owing to excessive sexual activity in youth 
and early manhood. He was cured by the 
procedure and remained so until his death, 
seven years later, from cancer of the lung. 

The third patient was a man aged 28 
who had been rendered impotent three 
years earlier by traumatic rupture of the 
urethra from falling astride the sharp 
edge of a box. He was completely cured 
by the operation and has fathered two 
children since its performance. 

This operation is not intended for old 
men who have lived their lives, but various 
circumstances have warranted its per- 
formance on some men over 60 years of 
age. Of 17 men 60 years old or over whom 
we have been able to follow up, approxi- 
mately 50 per cent have profited by the 
procedure. 

The most spectacular case in this group 
was that of a man 74 years old, who was 
operated upon as a demonstration case in 
the San Francisco General Hospital. The 
late Clark Johnson introduced the case by 
remarking that they had searched high 
and wide for a case of impotence and the 
only one they could find in the city and 
county was a man aged 74 who had been 
impotent for fifteen years. As the opera- 
tion progressed, the senior author found 
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Fig. 1—Operation for impotence in a 21-year-old toreador gored by a buil nine years earlier, with 

destruction of urethra. Urethra had been reconstructed, but patient was completely impotent. 1 

linear incision made to left of scar in midline. 2, sagittal view showing condition present at time 

of operation for impotence. Skin of perineum is in direct contact with urethra constructed after in- 
jury; bulbocavernosus muscle completely torn in midline. 
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Fig. 2.—1, urethra exposed. During dissection, urethra was entered because of scar tissue present 

and had to be repaired. Note torn and retracted edges of bulbocavernosus muscle. Left ischio- 

cavernosus muscle is being exposed. 2, placing of first ribbon-gut suture to plicate and draw edges 

of bulbocavernosus muscle together over urethra. 3, bulbocavernosus muscle plicated and sutured 

over urethra. Plication suture placed in right ischiocavernosus muscle, and similar suture being 
placed on left side. 4, final skin suture with drain. 
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that the old gentleman had greatly relaxed 
but fairly good musculature, and told the 
audience that there was a possibility of 
success. Sure enough, ten days later the 
patient began to notice beneficial results, 
and two weeks later he eloped with a 
buxom ward maid! Dr. Johnson followed 
this case for over two years and reported 
that the patient was very happily married 
and could consummate the sexual act once 
a week regularly. 

The operation has been particularly suc- 
cessful in cases of impotence following 
trauma to the perineal region and rupture 
of the urethra, as in the case to be de- 
scribed later and illustrated in Figures 1 
and 2. 

Description of Operation.—The anes- 
thetized patient (spinal anesthesia) is 
placed on the operating table in the exag- 
gerated lithotomy position, and a No. 19 F. 
sound is passed into the urethra. 

An incision is made over the bulging 
part of the perineum, extending in the 
midline from a point about 10 cm. from 
the anal margin down toward that struc- 
ture for about 5 cm. A branch is then 
made laterally on each side to a point just 
above the attachment of the crus penis, 
the completed incision resembling an in- 
verted Y. The incision is deepened through 
the fat and areolar tissue until the corpus 
spongiosum, surrounded by the _ bulbo- 
cavernosus muscle, and the crus penis 
(corpus cavernosum) on each side, sur- 
rounded by the ischiocavernosus muscle, 
are exposed. 

Chromic ribbon gut, studded with an 
atraumatic needle, is inserted into the 
lateral edge of the bulbocavernosus mus- 
cle, pulled across the belly of the muscle 
and passed through the other side, with 
just sufficient strain to plicate the muscle 
and produce the exact amount of pressure 
to reinforce any contraction necessary to 
aid in producing an erection. Two more 
similar stitches may be required to tighten 
the whole muscle. A figure-of-eight rib- 
bon gut suture is inserted into the ischio- 
cavernosus muscle on each side, care being 
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taken not to injure or unduly compress the 
fairly numerous nerves and blood vessels 
in this area. By tightening the suture, a 
reef is taken in the muscle, shortening it 
by approximately 1 inch (2.5 cm.). 

The wound is closed in layers without 
drainage. 

An incision 4 cm. long is then made over 
the suspensory ligament of the penis, 
which is exposed and freed by blunt dis- 
section. A compression suture is placed in 
the two leaves of the suspensory ligament, 
causing a moderate, persistent compres- 
sion which prevents a too-rapid flow of 
blood out of the organ. 


REPORT OF ILLUSTRATIVE CASE 


While on a recent trip to Bogota, Colombia, 
we jointly operated upon a 21-year-old torea- 
dor who had been gored by a bull at the age 
of 12, with destruction of the entire urethra 
and the surrounding musculature. Dr. Fidel 
Torres-Leon, of Bogota, reconstructed the ure- 
thra by a brilliant plastic operation, but the 
patient was completely impotent and greatly 
distressed by his affliction. 

Owing to the fact that a new urethra had 
been constructed, which was just under the 
skin, it was necessary to make the linear in- 
cision to the left of the scar in the midline 
(Fig. 1) and then carefully dissect out the 
new urethra. This was not done without nick- 
ing the reconstructed urethra (Fig. 2, 1), 
which had to be repaired. 

It was discovered that the bulbocavernosus 
muscle had been torn completely away from 
the urethra and had retracted. It was loosened, 
and with three mattress sutures of ribbon gut 
was replaced over the urethra (Fig. 2, 2 and 
8). A figure-of-eight ribbon gut suture was 
then inserted into the right and left ischio- 
cavernosus muscles, shortening them in the 
usual manner (Fig. 2, 3). 

Postoperatively there was a small urinary 
fistula for about a week, which finally closed 
completely. Two weeks after the operation the 
patient had a firm, normal erection, and when 
last seen, sixteen months after the operation, 
was having satisfactory erections and inter- 
course and felt that he was normal in every 
way. 
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LOWSLEY AND RUEDA: IMPOTENCE 


Resume of 273 Cases of Impotence Treated by Operation from March 1935 to July 1952 
Result 
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excesses 
(including 
mastur- 
ation) 





Cause 20 52 54 20 
unknown 


14 13 


7 23 12 58 39 45 30 29 19 18 12 





Total 36 80 79 58 17 


COMMENT 


It is very difficult to get a satisfactory 
follow-up study of this type of patient. 
Those who are cured by the operation are 
so overjoyed by the results that they 
apparently have little desire to remember 
their previous affliction. Then too, patients 
who are relieved are in many cases dis- 
appointed that they are not as virile as 
they were at 21 years of age and, having 
tried every other form of therapy before 
submitting to operation, are loath to do 
anything further about the matter. 

Married men who become impotent fre- 
quently have uncooperative wives who are 
a real hazard on three counts: (1) they 
suspect and accuse the patient of having 
outside interests; (2) they get extremely 
impatient with the husband’s sexual efforts 
and complain of his inefficiency before 
operation and, after operation, give him 
little opportunity to adjust himself, and 
(3) rarely, an unfaithful wife becomes 
enamoured of another man during her 
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21 22 5 16 33 16 100 37 73 27 57 21 43 15 


husband’s impotence and, when he is cured, 
is loath to give up the other person. 
Sexual impotence is accompanied in most 
instances by a severe psychic depression, 
which is readily overcome after a success- 
ful operation and with the aid of an under- 
standing and cooperative wife. 

There are certain types of psychic im- 
potence which are not curable by this pro- 
cedure. Persons afflicted by such conditions 
should consult the neurologist, not the 
urologist. Indeed, it is well for every candi- 
date for operation to consult a neurologist 
before submitting himself to surgical treat- 
ment. Patients with psychic impotence 
usually give an easily recognized, charac- 
teristic history. Usually they are young— 
under 35 years of age. They tell of having 
had sexual intercourse, or of preparing for 
it, when the partner said or did something 
that resulted in a subsidence of the erec- 
tion, and they have never had an erection 
since. On the other hand, those with im- 
potence from other causes may have partial 
erections, which are not sufficient for the 
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consummation of the act or are not sus- 
stained. 


SUMMARY AND CONCLUSIONS 


It is evident that impotence in many 
cases may be cured by the operation here 
described. The most consistently success- 
ful cases have been (1) those in which 
impotence was due to straddle injuries, 
operations in the perineal region, and rup- 
ture of the urethra accompanying fracture 
and dislocation of the bony pelvis, and (2) 
those in which it followed sexual hyper- 
activity in youth or long periods of mastur- 
bation. 

The operation is not recommended in 
cases of psychic impotence, neurologic con- 
ditions, such as tabes dorsalis or poliomye- 
litis, in which the nervous chain has been 
broken, or severe traumatism resulting in 
rupture of the pudendal nerve on both 
sides. We have had some success in oper- 
ating upon elderly men, but, generally 
speaking, the operation is not recom- 
mended for them. 

Of the more than 1,000 patients operated 
upon in this and other countries, we have 
been able to follow up 273 (see table). Our 
statistics show that the great majority of 
men who are considered suitable candi- 
dates for the operation are in the fourth, 
fifth and sixth decades of life, in that 
order. The least suitable are those in the 
seventh decade. There were about twice 
as many in the third as in the seventh 
decade. As is shown in the table, many of 
these men had gone for years without 
holding intercourse, owing to unsatis- 
factory erections. 

The results of the operation have been 
quite satisfactory when it is considered 
that all of these patients had previously 
tried every other form of treatment, in- 
cluding the injection of hormones and psy- 
chotherapy, and that operation was, there- 
fore, a last resort. 

Of the 273 patients followed, many of 
them over long periods, 37 per cent were 
completely cured; 27 per cent were im- 
proved (many of them greatly so), and 
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21 per cent were unchanged. The re- 
mainder—15 per cent—were followed for 
a time and are presumed to have benefited 
by the operation, as they so reported be- 
fore they were lost to follow-up. 

The beneficial results of the operation 
are permanent, as evidenced by such of 
our earlier patients as have been followed 
—two of them for seventeen years. 

There are, to our knowledge, over 25 
babies who would never have been born 
had the fathers not had this operation per- 
formed. 

It is our opinion, therefore, that this 
plastic procedure for the cure of certain 
types of impotence is no longer an experi- 
ment, but a_ well-established operation 
which has benefited approximately 75 per 
cent of those operated upon. 


RIASSUNTO E CONCLUSIONI 


Molti casi di impotenza si possono cu- 
rare con l’operazione descritta. I casi che 
hanno avuto maggior successo sono stati 
(1) quelli in cui ’impotenza era dovuta a 
traumi a gambe divaricate, a interventi sul 
perineo, a rotture dell’uretra associate a 
fratture e lussazioni del bacino, e (2) 
quelli successivi a iperattivita sessuale in 
gioventi e a lunghi periodi di masturba- 
zione. 

L’intervento, invece, non é indicato nelle 
impotenze psichiche, in quelle nuerologiche, 
come la poliomielite e la tabe, nelle quali 
é spezzato l’arco riflesso, e nelle lesioni 
traumatiche gravi con rottura bilaterale 
dei nervi pudendi. Abbiamo avuto qualche 
successo anche operando uomini anziani, 
ma generalmente parlando l’operazione 
non é per loro. 

Su pid di 1000 operati qui e altrove ab- 
biamo potuto seguirne 273 (vedi tabella). 
Le nostre statistiche dimostrano che la 
grande maggioranza dei pazienti supposti 
idonei all’intervento appartengono alla iv, 
v, vi decade, in quest’ordine. I meno adatti 
sono quelli della vii decade. Vi furono circa 
il doppio di pazienti nella iii che hella vii 
decade. Come si vede dalla tabella molti 
di questi uomini sono stati per anni senza 
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aver rapporti a causa delle erezioni non 
soddisfacenti. 

I risultati dell’intervento sone stati sod- 
disfacenti quando si pensi che tutti i malati 
avevano tentato in precedenza ogni altra 
forma di cura, compresa |’ormonoterapia 
e la psicoterapia, e la operazione fu, quindi, 
l’estrema risorsa. 

Dei 273 casi seguiti, alcuni per lungo 

periodo, il 37% guari completamente, il 
27% migliord (e molti notevolmente) e il 
21% rimase immodificato. I rimanenti 
(15%) furono seguiti per un certo tempo 
e si pensa abbiano avuto giovamento per- 
ché cosi era prima che fossero perduti di 
vista. 

I benefici dell’intervento sono perma- 
nenti, come si puo rilevare dai nostri casi 
pit antichi—2 dei quali furono seguiti per 
17 anni. Essi hanno, a quanto sappiamo, 
oltre 25 figli che certamente non avrebbero 
avuto se non si fossero sottoposti a questo 
intervento. 

Siamo d’avviso, quindi, che questa opera- 
zione plastica per la cura di alcuni tipi di 
impotenza sia ormai non pil un esperimen- 
to ma un metodo ben stabilito col quale é 
stato possibile beneficare circa il 75% di 
coloro che lo hanno provato. 


RESUMEN Y CONCLUSIONES 


Es evidente que en muchos casos la 
impotencia puede ser curada por la ope- 
racion aqui descrita. Los casos de éxito 
mas definido han sido, (1) aquellos en que 
la impotencia fué debida a traumatismos 
en horcajadas, operaciones en la regién 
perineal y ruptura de la uretra asociada 
a fractura y dislocaci6n de la pélvis 6sea, 
y (2) aquellos consecutivos a hiperactivi- 
dad sexual en la juventud 6 a largos perio- 
dos de masturbacion. 

No se recomienda esta operacién en 
casos de impotencia psiquica, padecimi- 
entos neurolégicos tales como tabes dor- 
sales o poliomielitis en los cuales ha sido 
interrumpida la cadena nerviosa, 6 en 
traumatismos graves que producen ruptura 
del nervio pudendo en ambos lados. Noso- 
tros hemos tenido algun éxito operando en 


LOWSLEY AND RUEDA: IMPOTENCE 


viejos pero en términos generales, no se 
recomienda la operaci6n para ellos. 

Hemos podido seguir 273 de 1,000 paci- 
entes operados en este pais y en otros 
paises (ver cuadro). Nuestras estadisticas 
muestran que la gran mayoria de hombres 
considerados candidatos adecuados para la 
operacion estan en la cuarta, quinta y 
sexta década de la vida en Grden de fre- 
cuencia. Los menos adecuados son aquellos 
que estan en la séptima decada. Hubieron 
cerca de dos veces mas en la tercera década 
que en la séptima. Com ose muestra en 
el cuadro, muchos de estos hombres fueron 
incapaces durante anos de sostener copula 
debido a erecciones insatisfactorias. 

Los resultados de la operacién han sido 
satisfactorios cuando se considera, que 
previamente estos pacientes habian in- 
tentado todos los tratamientos, incluyendo 
inyecciones de hormonas y psicoterapia, 
habiendo sido la operacion por consiguiente 
el ultimo recurso. 

De los 273 casos seguidos, muchos de 
ellos durante largo periodo de tiempo, 
fueron curados completamente el 37 por 
ciento, mejorados (algunos grandemente) 
el 27 por ciento y sin cambio el 21 por 
ciento. El 15 por ciento remanente fué 
seguido por algun tiempo y se supone fué 
beneficiado por la operacién, como comu 
nicaron los pacientes antes de perderse de 
vista. 

Los resultados benéficos de la operacién 
son permanentes, como se demuestra por 
nuestros primeros pacientes que han sido 
seguidos, dos de ellos por diez y siete anos. 

Tenemos conocimiento de mas de 25 
ninos que no hubieran nacido si sus padres 
no hubieran tenido esta operacion. 

Por lo tanto, es nuestra opinion que este 
procedimiento plastico para la cura. de 
ciertos tipos de impotencia no constituye 
mas un experimento, sino una operacién 
bien establecida que ha beneficiado aproxi- 
madamente al 75 por ciento de los opera- 
dos. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


Impotenz kann zweifellos in vielen Fael- 
len durch die hier beschriebene Operation 
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geheilt werden. Am zuverlaessigsten sind 
die Resultate in Faellen, wo die Impotenz 
(1) durch Graetschverletzungen, Opera- 
tionen in der Dammgegend und durch 
Harnroehrenrisse bei Bruechen und Ver- 
renkungen des knoechernen Beckens und 
(2) als Folge sexueller Ueberaktivitaet in 
der Jugend oder langer Masturbations- 
perioden entstanden ist. 

Die Operation ist nicht.zu empfehlen in 
Faellen psychogener Impotenz, bei neuro- 
logischen Erkankungen wie Tabes und 
Kinderlaehmung, wo die Nervenbahn 
durchbrochen ist, oder in Faellen, wo 
schwere Verletzungen zu einer Zerreissung 
des Schamnerven auf beiden Seiten ge- 
fuehrt hat. Der Verfasser hat zwar auch 
bei aelteren Maennern einige Erfolge ge- 
sehen, im allgemeinen aber ist die Opera- 
tion fuer aeltere Patienten nicht zu emp- 
fehlen. 

Von tausend Patienten, die in den Ver- 
einigten Staaten und in anderen Laendern 
operiert wurden, konnten 273 nachunter- 
sucht werden. (Vgl. Tabelle). Die Statisti- 


ken zeigen, dass die grosse Mehrzahl der 
Maenner, die sich fuer die Operation als 
geeignet erweisen, im vierten, fuenften 
und sechsten Lebensjahrzehnt steht und 
dass die Aussichten mit steigendem Alter 


abnehmen. Am wenigsten geeignet sind 
die Patienten im siebenten Lebensjahr- 
zehnt. Es kamen etwa doppelt so viel 
Maenner des dritten Lebensjahrzehnts zur 
Operation wie solche von ueber sechzig 
Jahren. Wie die Tabelle zeigt, hatten viele 
der Patienten wegen unzulaenglicher Erek- 
tion jahrelang keinen Geschlechtsverkehr. 


Die Erfolge der Operation sind recht 
befriedigend, wenn man bedenkt, dass alle 
diese Patienten vorher jede andere Be- 
handlungsform einschliesslich Hormonein- 
spritzungen und Psychotherapie versucht 
hatten, und dass daher die Operation ihre 
letzte Zuflucht war. 

37% der zum grossen Teil ueber lange 
Zeitraeume nachuntersuchten 273 Faelle 
wurden voellig geheilt; 27% wurden (zum 
Teil sehr erheblich) gebessert; 21% blie- 
ben unbeeinflusst. Die restlichen 15% 
wurden nur eine Zeit lang verfolgt und 
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schienen von der Operation profitiert zu 
haben, wie aus ihren Angaben vor ihrem 
Verschwinden hervorging. 


Die Beobachtungen an nachuntersuchten 
Patienten aus der fruehen Gruppe, von 
denen zwei 17 Jahre lang verfolgt wurden, 
ergeben, dass die Erfolge der Operation 
von Dauer sind. 

Es ist uns die Existenz von 25 Kindern 
bekannt, die niemals geboren worden 
waeren, wenn sich die Vaeter nicht dieser 
Operation unterzogen haetten. 

Der Verfasser ist daher der Meinung, 
dass diese plastische Operation zur Hei- 
lung gewisser Formen der Impotenz sich 
nicht mehr im Versuchsstadium befindet, 
sondern ein bewaehrtes Verfahren dar- 
stellt, von dem etwa 75% der Operierten 
Nutzen gezogen haben. 


SUMARIO 


E fora de duvida que a impotencia, em 
muitos casos, pode sér curada pela opera- 
cao aqui descrita. Os maiores sucessos 
foram alcancados nos casos em que a impo- 
tencia foi casuada por traumatismos peri- 
neais, operacdes sobre o perineo, rutura da 
uretra consequente a fratura e luxacao dos 
ossos pelvicos, € bem assim nos casos em 
que a impotencia foi consequente a hipera- 
tividade sexual ou longos periodos de 
masturbacéo na juventude. 

A operacao é aconselhada para os casos 
de impotencia de origem psiquica, conse- 
quente a perturbacées neurologicas, tais 
como, tabes dorsalis ou poliomielite, nos 
quais as cadeias nervosas foram destrui- 
das, dando coma consequencia, nos casos 
de traumastimos graves, a rutura dos ner- 
vos podendos, em ambos os lados. Diz o 
autor ter obtido sucesso relativo nas opera- 
cdes sdbré homens idosos, porem, rerra 
geral, a operacio nao é aconselhavel nés- 
ses casos. 

Em mais de 1.000 doentes operados 
“neste e em outros paizes,” teve o autér 
ocasiao de observar 273 (Vér o quadro). 
A sua estatistica mostra que grande mai- 
oria, os homens se candidataram 4 inter- 
vencao na quarta, quinta e sexta decadas 
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da vida, nesta ordem. Os que menos pro- 
curaram foram os da setima decada de 
vida. Muitos procuraram, duas e mais 
vezes, na terceira e setima decadas. Como 
se pode vér pelo quadro apresentado no 
trabalho, muitos désses homens ficaram 
anos sem qualquer contato sexual, devido 
a obterem erecdes pouco satisfatorias. 

Os resultados da operacao foram os mel- 
hores, especialmente considerando que tais 
doentes haviam, previamente, se submeti- 
do a todas as formas de tratamento, in- 
cluindo injegdes de hormO6nios e psicotera- 
pia, sendo a operacao o ultimo recurso pro- 
curado. 

Dos 273 casos seguidos pelo autor, mui- 
tos déles durante varios anos, 37% ficaram 
completamente curados, 27% melhorados 
sensivelmente, e 21% no mesmo estado. Os 
restantes 15% foram seguidos por pouco 
tempo, julgando o autér terem sido bene- 
ficiados pela intervengao. 

Os resultados beneficos da operacao sao 
permamentes, como poude depreender dos 
primeiros operados, os quais foram segui- 
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dos, alguns, durante 17 anos. Segundo 
afirma o autér, pelo menos 25 criancas 
nunca teriam nascido se os seus pais nao 
houvessem se submetido a operacao pro- 
posta por Lowsley. 

Conclue afirmando que o processo plasti- 
co para cura de certos tipos de impotencia 
nao é mais um metodo experimental, po- 
rem um processo bem estabelecido que 
traz reais beneficios, em media, a 75% dos 
operados. 
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En el transcurso del afio 1952 el Capitulo Argentino ha otorgado 4 becas internas 
y 2 externas, las cuales fueron cumplidas en los siguientes servicios: 


Instituto de Cirugia Toracica y de la Tuberculosis, Director Prof. Dr. Jorge A. 


Taiana: 


2 becas internas 
1 beca externa 


Instituto de Medicina Experimental, Director Prof. Dr. Abel N. Canénico: 
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Policlinico Ramos Mejia—Servicio del Prof. Dr. Normando Arenas: 
1 beca externa 


Policlinico Rawson-Servicio del Prof. Dr. Ricardo Finochietto: 
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Medical Problems in Disease of the Gallbladder 


FRANK B. McGLONE, M.D. 
DENVER, COLORADO 


ily a surgical problem from the 

standpoint of therapy. For that rea- 
son, a discussion of medical problems in 
relation to gallbladder disease must con- 
cern (1) the diagnostic aspects, (2) pre- 
operative evaluation and preparation of 
the patient, as well as evaluation of the 
surgical risk involved, and (3) the man- 
agement of patients who, for some reason, 
do not undergo surgical treatment. 

The most significant disease of the gall- 
bladder is cholecystitis, with or without 
stones. Most of this discussion will be 
centered around problems related to chole- 
cystitis and cholelithiasis. 

Many important recent advances have 
been made in the diagnosis and surgical 
therapy of diseases of the gallbladder, 
but as yet no satisfactory medical method 
has been developed for therapy or pre- 
vention of cholecystitis or cholelithiasis. 
There has been a marked reduction in the 
surgical mortality rates, due to improve- 
ments in surgical technic and refinements 
in preoperative and postoperative care. 
Since the management of cholecystic di- 
sease has become more effective, the diag- 
nostic aspects of disease of the biliary 
tract assume increased importance. Medi- 
cal interest in the gallbladder will continue 
to be focused on diagnosis until an effec- 
tive medical treatment for disease of the 
biliary tract is established. 

A careful history and physical exami- 
nation are still the most important items in 
clinical evaluation of the patient. The pri- 
mary symptoms which may be considered 
of greatest ‘importance are pain in the 
right upper abdominal quadrant, chills, 
fever, and jaundice; sometimes only one 
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of these may be present, and, in rare in- 
stances, none is mentioned by the patient. 

The significance of the pain is greater 
when it is colicky, and of course the addi- 
tion of chills, fever, emesis and jaundice 
can add to its specific importance. In 
evaluation of the symptoms, it is important 
to emphasize the significance of all com- 
plaints in direct relation to their speci- 
ficity. 

Symptoms of secondary importance, 
with little specificity, are belching, fullness 
and gas (the “fair, fat, and forty syn- 
drome”). These secondary symptoms are 
not definitive and usually represent dys- 
function of the digestive tract in the form 
of nonspecific motility disorders. Any 
number of disorders of the gastrointestinal 
tract, including disease of the gallbladder, 
psychogenic dysfunction of the gastroin- 
testinal tract, disorders of the small bowel 
or colon and peptic ulcer, may be mani- 
fested in part by the vague symptoms of 
dyspepsia, which for so long were con- 
sidered to be related rather specifically to 
the biliary tract. These rather indefinite 
secondary symptoms offer little informa- 
tion of real importance in establishing the 
diagnosis of cholecystic disease. 

The age of the patient is of some signifi- 
cance, since disease of the gallbladder oc- 
curs most frequently in the fifth and sixth 
decades of life. It is an unusual but not 
rare disease in childhood,' and is a rela- 
tively common cause of the acute abdomi- 
nal syndrome in the aged.? This syndrome 
in the aged may be very confusing, and, 
whenever an elderly person presents him- 
self with abdominal pain of sudden onset, 
disease of the gallbladder as well as appen- 
dicitis must be suspected. 

The most reliable physical signs associ- 
ated with disorders of the biliary tract are 
tenderness in the right upper abdominal 
quadrant, rigidity and, occasionally, a pal- 
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pable gallbladder. Recurrent fever and 
jaundice are also strong confirmatory or 
helpful signs.” Obesity, abdominal disten- 
tion and migratory tenderness in the ab- 
domen are fairly common in association 
with cholecystic disease but are certainly 
of secondary importance and in some in- 
stances may even obscure more important 
specific signs. 

Routine laboratory data are helpful in 
the presence of acute attacks, and, are, of 
course, well known to all physicians. In 
the case of an aged patient, however, all 
confirmatory data of this type may be 
absent. Special laboratory tests in relation 
to diagnosis will be considered later. 

Cholecystography provides an accurate 
scientific method of great value in giving 
specific information in most cases of chole- 
cystic disease. Dr. Sarah Jordan*® has 
pointed out that the Graham-Cole test is 
almost infallible when all the conditions 
are perfect. Martin and Massimiano* 


stated that in their experience the non- 
functioning gallbladders (as judged by the 
Graham-Cole test) which have been re- 


moved have shown an incidence of stones 
in 82 per cent of the total, and evidence 
of gross disease in 93 per cent. When a 
single procedure carries such a low per- 
centage of error in diagnosis and addi- 
tional confirmatory evidence is available 
from the clinical standpoint (in the form 
of history, physical examination and lab- 
oratory tests) the diagnosis of chole- 
cystic disease should be made accurately 
in most instances. 

Even with these highly accurate meth- 
ods, there remain several highly important 
problems that arise in the proper handling 
of the patient. Within the limits of this 
paper all these cannot possibly be covered ; 
the discussion, therefore, will be confined 
chiefly to the four problems most fre- 
quently encountered by the internist. 

1. Preoperative Evaluation of the Pa- 
tient.—Once the presence of cholecystic di- 
sease has been established, one must de- 
cide whether surgical intervention is 
indicated, and select the optimum time for 
the operation. This decision is made, in 
most instances, on the basis of the severity 
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of the disease and the imminence of seri- 
ous complications, as opposed to the risk 
that might be inherent in the operative 
procedure. So-called silent gallstones have 
been discussed for years: these may be 
dangerous, and when operation is long 
postponed serious complications may fre- 
quently be encountered. Comfort, Gray, 
and Wilson’ reviewed a five-to-ten-year 
follow-up study of 112 cases of “silent gall- 
stones”; of this group, 51 patients had 
symptoms, 24 were operated on, and 3 of 
these 24 died postoperatively. These 
authors also pointed out that their surgi- 
cal mortality rate was 0.5 per cent for 
uncomplicated operations on the gallblad- 
der and 3 per cent for those without com- 
plications. Glenn® pointed out that acute 
cholecystitis, previously unsuspected, may 
occur as an extremely undesirable compli- 
cation following surgical intervention for 
some unrelated disease. When cholelithia- 
sis is discovered, operation should be ad- 
vised for any patient whose general physi- 
cal condition permits the indicated pro- 
cedure with minimum risk to life. 

The factors that influence surgical mor- 
tality are, of course, age, cardiac disease, 
obesity, or the presence of any other of the 
degenerative or chronic diseases. Thorough 
evaluation of the patient will frequently 
lead to proper preparatory management. 
For patients in poor condition, surgical 
measures should be attempted only as an 
emergency measure. It is the responsibility 
of the physician to impress the patient with 
the desirability of training for the opera- 
tion, just as the coach impresses the ath- 
lete with the importance of training for 
the football season. Many patients with 
secondary symptoms of disease of the gall- 
bladder, such as bloating, heartburn, belch- 
ing and disturbed bowel function, will find 
that these secondary symptoms have dis- 
appeared during the preoperative prepa- 
ration; in fact, occasionally a patient with 
a nonvisualizing gallbladder will, after 
several months, as a result of proper train- 
ing with a reducing regime, show a nor- 
mally functioning gallbladder and im- 
provement of gastrointestinal function. It 
is extremely important that the patient 
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Fig. 1, A, B, C, D and E.—Gastrointestinal roentgenograms taken in Case 4, showing persistent antral 
deformity in prepyloric area (see text). 


who is considering an elective operation 
involving the biliary tract exert every ef- 
fort to reach the optimum physical condi- 
tion in advance. Essentially no risk is in- 
volved in a few months’ preparation if the 


patient is kept under observation, and 
the advantage of reducing surgical risk 
through proper preoperative training is 
extremely important. 


Most of the poor results following chole- 
cystectomy are due to the presence of dys- 
peptic symptoms, not primarily to the 


cholecystic disease. If these dyspeptic 
symptoms disappear when a training re- 
gime is established, it is easy to impress 
the patient with the importance of keeping 
up a good postoperative schedule. The re- 
sponsibility for the good results of the 
procedure is thus placed partially on the 
patient. This shift of responsibility is 
often of psychologic advantage both to the 
physician and to the patient. The physician 
can promise relief of the primary symp- 
toms of disease of the gallbladder and 
elimination of the risk of malignant change 
resulting therefrom. If he can divide the 
responsibility for relief of the dyspeptic 
symptoms with the patient, both surgeon 
and patient will be happier postoperatively. 

2. Evaluation of Jaundice. — Jaundice, 
in the presence of disease of the biliary 


tract, is most frequently associated with 
some pathologic condition of the common 
duct—an obstructing tumor, a stone, or an 
inflammation. In a few instances hepatitis 
may be present as a factor complicating 
disease of the biliary tract. Also, an attack 
of hepatitis may ignite the symptoms of 
acute cholecystitis in a patient with chron- 
ic cholecystic disease in a quiescent phase. 


REPORT OF CASES 


CASE 1.—T. V., a 31-year-old man, was 
admitted to the hospital with a typical 
history of hepatitis with jaundice. The 
clinical history and laboratory data were 
all confirmatory, and there was no doubt 
in the physicians’ minds as to the diagno- 
sis of hepatitis. However, after one week, 
it was noted that the patient was having 
an unusual degree of pain in the abdomen, 
with marked jaundice and a serum bili- 
rubin level of 15, and at this time there 
was a secondary rise of temperature, and 
leukocytosis was observed. This episode 
subsided, and the icterus began rather 
abruptly to disappear. There was a marked 
increase in urobilinogen in the urine, and 
the patient appeared to be improving. 
When the icterus had almost disappeared, 
the patient had another attack of rather 
acute pain in the upper part of the ab- 
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domen, this time associated with chills, 
fever and colic. A high leukocyte count 
was present, and the patient showed the 
signs of acute cholecystitis. He was oper- 
ated on, and at operation a thickened gall- 
bladder containing stones was observed. A 
good deal of inflammatory reaction was 
present about the common duct. A liver 
biopsy showed the residuals of subacute 
hepatitis. 

The presence of jaundice, associated 
with pain in the right upper abdominal 
quadrant, frequently presents a very im- 
portant diagnostic problem. Surgical ma- 
neuvers and anesthesia may aggravate 
hepatitis, if it exists, and failure to operate 
when jaundice is due to benign obstruc- 
tion of the common duct is, of course, 
a very serious error. With proper eval- 
uation of clinical data and careful use 
of liver function studies, an extremely 
high degree of accuracy of diagnosis may 
be obtained in the presence of icterus. No 
single test, however, can properly differen- 
tiate between posthepatic jaundice and in- 
trahepatic jaundice on all occasions. 

Criticisms have been made as to the 
number of liver function studies required 
for accurate diagnosis. A complicated 
array of liver function studies is not al- 
ways necessary, but, when it is, the effort 
and expense involved are more than repaid 
by arriving at a proper early decision as 
to therapy. The following 2 case histories 
(Cases 2 and 3) illustrate these points very 
well. 


CASE 2.—A. B., a woman aged 69, be- 
came ill in January 1952, with influenza- 
like symptoms. About two weeks later, she 
noted some diarrhea, pain in the upper 
part of the abdomen and a rather severe 
backache. In February, there occurred the 
onset of progressive jaundice, with clay- 
colored stools, dark urine and fever. Physi- 
cal examination on February 2 revealed 
an enlarged, tender liver, with a sugges- 
tion of a palpable, distended gallbladder, 
about which there was considerable dis- 
agreement among the examining physi- 
cians. The course in the hospital was 
marked by anorexia, occasional vomiting, 
gradual diminution of pain, low-grade 
fever and no colic. Roentgen examination 
revealed a normal gastrointestinal tract 
except for the presence of a hiatus hernia. 
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Pyelograms were normal, and the gallblad- 
der was not visualized after oral adminis- 
tration of dye. The early laboratory data 
and the history were somewhat suggestive 
of intrahepatic jaundice. After careful 
evaluation of further studies, and with 
daily examination of the urinary urobilino- 
gen level, however, it was apparent that the 
patient had an intermittent obstructive 
type of jaundice. At exploration, a stone 
of the bivalve type was observed in the 
common duct. 


The laboratory data of most significance 
were an elevated alkaline phosphatase 
level, the fluctuations of urinary urobilino- 
gen, and a high value for cholesterol, all 
of which pointed to marked interference 
with bile flow. 


CASE 3.—P. H., a woman aged 28, was 
hospitalized on July 2, 1952, with the chief 
complaint of jaundice of two weeks’ dura- 
tion. Seven weeks earlier she had been 
hospitalized for a normal delivery. The 
past history was essentially normal, and 
she appeared healthy. At the onset of the 
present illness, she had noticed nausea and 
anorexia, with no vomiting, which per- 
sisted to the time of admission. She also 
complained of some headache, clay-colored 
stools and dark urine. She had some dull 
pain in the right upper quadrant of the ab- 
domen. There was no history of exposure 
to toxic agents, but she had been given 
hypodermic injections at the time of de- 
livery. Physical examination revealed deep 
jaundice and a palpable, enlarged, tender 
liver, with no other physical abnormalities. 

Initially the course in the hospital was 
one of progressive increase of jaundice. 
with improvement in the patient’s general 
condition and the disappearance of most 
of her symptoms. The results of liver func- 
tion studies were equivocal, although the 
history and other data were more sugges- 
tive of intrahepatic jaundice due to hepa- 
titis. A conservative course was decided 
upon, and the patient seemed to improve, 
when, in about the fourth week of her ill- 
ness, she again showed the clinical signs 
associated with an obstructive type of 
jaundice, with recurrence of severe icter- 
us. Surgical consultation was requested, 
in spite of the fact that the clinical story 
contained many features suggesting hepa- 
titis. At about the time when surgical ex- 
ploration was to be done, the patient began 
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to pass normal-colored stools and showed 
a marked increase of urobilinogen in the 
urine; the icterus began to drop rapidly, 
and the patient went on to a relatively un- 
eventful recovery. 

Laboratory data of significance were as 
follows: 

1. Variable levels of urobilinogen in 
the urine. The urobilinogen was 
absent in the phases when jaundice 
increased and present when the 
stools became brown. 

Lowered prothrombin time, no im- 
provement with Vitamin K. 
Alkaline phosphatase level not 
markedly elevated. 

Thymol turbidity markedly elevat- 
ed (22-24). 

Cholesterol 300, esters 45, Protein 
8.6, albumin 3.4, globulin, 5.2. 

This patient’s condition was finally 
diagnosed as acute hepatitis, with a re- 
currence of symptoms during early con- 
valescence. The results of liver function 
studies were always compatible with the 
correct evaluation, although clinically 
many features strongly suggested posthe- 
patic jaundice. 

From the standpoint of helpful tests, 
the evaluation of Steigmann and Popper‘ 
(see table) has probably been one of the 
best summations of those available and 
useful in providing quick, simple informa- 
tion. It has been noted that by means of 
these tests alone the differential diagnosis 
of intrahepatic and posthepatic jaundice 
has been accurately made in a high per- 
centage of cases. When the clinical in- 
formation that may be obtained by careful 
observation of the patient is added to the 
accuracy of these tests, the margin of 
error in diagnosis of jaundice is not great. 

Snell’ has summarized the indications 
for surgical intervention in the presence 
of jaundice: (1) a proved history of the 
existence of gallstones; (2) a reliable 
history of recurrent jaundice associated 
with chills and fever; (3) the presence of 
jaundice associated with biliary fistula, 
and (4) the presence of persistent ob- 
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structive jaundice. In the last category, 
clinical judgment is very important with 
regard to the duration and degree of ob- 
struction necessary to indicate surgical 
intervention. 

With the clinical information and diag- 
nostic procedures now available, costly 
errors should be avoided in almost all 
cases. Peritoneoscopic procedures, liver 
biopsy, and direct-vision cholangiographic 
study, with use of local anesthesia, may 
be useful adjuncts to the standard pro- 
cedures in the unusual case in which the 
proper diagnosis cannot be reached by 
other methods. 

3. Differential Diagnosis of Cholecystic 
Disease.—In the presence of disease of the 
gallbladder the differential diagnosis may 
be extremely important. Probably no other 
disease shows the problem of differential 
diagnosis in the same light as does disease 
of the biliary tract. Many conditions may 
closely simulate cholecystic disease, and 
these must be firmly differentiated and iso- 
lated. Symptoms that resemble those of 
diseases of the gallbladder are seen in a 
patient known to have gallstones, and it 
is difficult and important to locate the 
origin of the immediate symptoms. 

Of greatest importance, of course, is 
differentiation between the pain of chole- 
cystic disease and that of disease of the 
coronary artery, since the two conditions 
so frequently occur together and either is 
able to aggravate the other. In fact, 
Walters and Masters’ have stated that dis- 
eases of the gallbladder and diseases of the 
coronary artery coexist more frequently 
than either condition exists alone. Cardiac 
symptoms frequently improve after re- 
moval of a diseased gallbladder; however, 
operation on the gallbladder in the pres- 
ence of undiagnosed acute coronary dis- 
ease certainly carries a tremendously high 
surgical risk. Whenever there is any doubt 
about the diagnosis, an _ electrocardio- 
gram should be mare, and, when possible 





Fig. 2, A and B (opposite).—Gastrointestinal roentgenograms taken in Case 5. Note persistent nar- 
rowing of antrum, Peristalsis was absent (see text). 


82 














JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JANUARY, 1953 


Pathologic Levels Chosen in Liver Function Tests, 
Grouped as to Their Significance* 








Tests Indicating 





Liver Cell Damage 


as Marked Interference with Bile Flow 





Test Pathologic Level 


Test Pathologic Level 





Cephalin cholesterol Above 2+ 
flocculation 


Thymol turbidity Above 4 U 


Albumin-globulin Below 1.25 


ratio 


Cholesterol ester/ Below 50% 


cholesterol ratio 


Above 3 mg./24 hrs. 


Urinary urobilinogen 
or above 3 U in 2 hrs. 


(elevated) 
Hippuric acid 

Oral test 

Intravenous test 


Below 3 gm. 
Below 0.7 gm. 


Above 40 mg. % 


Below 15 micrograms 


Nonprotein nitrogen 
Plasma vitamin A 


Above 6% retention in 
45 min. after injection 
| of 5 mg./Kg. 


Bromsulfalein 








Less than 1.0 mg. 24 hrs. 
hrs. or less than 0.5 
U in 2 hrs. 


Less than 10 mg. % 


Urinary urobilinogen 
reduced 


Fecal urobilinogen 
reduced 


Above 15 Bodansky 
units 


Above 300 mg. % 


Serum alkaline 
phosphatase 


Serum total cholesterol 








*Reprinted by courtesy of the authors and publishers from Popper, H., and Steigmann, F.: Differ- 
ential Diagnosis Between Medical and Surgical Jaundice by Laboratory Tests, Ann. Int. Med. 29:469- 
487, 1948. 


operation should be delayed until frequent 
cardiograms have been made and the situ- 
ation has been evaluated. 

Other abdominal pathologic conditions 
may present confusing symptoms and may 
coexist with disease of the gallbladder. 
Such conditions as hiatus hernia, peptic 
ulcer, diverticulitis, partial obstruction, 
tumors of the small bowel, inflammatory 
disorders of the small or large intestine 
and, occasionally, malignant disease of the 
gastrointestinal tract, can simulate disease 
of the gallbladder. 

Cholecystic disease can also mimic other 
conditions, as in Cases 4 and 5. 


CASE 4.—A. B., a man aged 50, was ad- 
mitted to the hospital with rather vague 
complaints of dyspepsia, in addition to 
moderate weight loss, nausea, and occa- 
sional vomiting. Gastrointestinal roentgen- 
ograms revealed a persistent antral de- 
formity in the prepyloric area (Fig. 1), 
which could not be definitely identified 


roentgenographically. Gastroscopic exam- 
ination revealed a thickened, stiff antrum 
through which there was no normal peri- 
stalsis. The mucosa of the entire antrum 
could not be visualized because of the stiff- 
ness of the antrum, and it was the impres- 
sion that, though there was no definite 
evidence of malignant change, a malignant 
lesion could not be ruled out. Operation 
was performed, and the chief operative 
observation was a marked narrowing of 
the antrum, due to extrinsic deformity 
created by adhesions, secondary to a prob- 
ably old chronic disease of the gallbladder 
with stones, and apparent old perforation. 
The patient had a healthy postoperative 
course, and no intrinsic lesion was observ- 
ed in the stomach. 

CASE 5.—R. R., a man aged 55, stated 
tha he had had nausea, vomiting, and a 
loss of 15 pounds (6.8 Kg.) in weight dur- 
ing the two months prior to admission to 
the hospital. In addition, he had vomited 
blood on one occasion. There was mild 
secondary anemia. Gastrointestinal roent- 
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genograms showed a persistent narrowing 
of the antrum, with absent peristalsis 
(Fig. 2). Gastroscopic observation also 
showed a stiff antrum which could not be 
inflated. The antral mucosa could not be 
visualized and could not be properly evalu- 
ated. A very small ulcer was observed 
gastroscopically on the lesser curvature of 
the stomach. Because of a suspicion of ma- 
lignant disease, operation was performed, 
and antral gastritis with deformity, 
secondary to an old perforation of the gall- 
bladder, with adhesions, was observed. 
Owing to the large number of conditions 
that may resemble cholecystic disease or 
coexist with it, it is wise, when possible, to 
do a careful cardiac evaluation in addition 
to a complete gastrointestinal study of the 
patient in whom disease of the gallbladder 
has been demonstrated. Also, it is always 
well to study the gallbladder in the pres- 
ence of other pathologic states in the ab- 
domen; it is not rare to overlook chole- 
cystic disease in association with peptic 
ulcer. It is embarrassing to remove a 


diseased gallbladder, or resect a stomach, 
and then discover that the patient has 


some other condition which was responsi- 
ble for the symptoms. 

4. Medical Management of Patients with 
Diseases of the Biliary Tract.—As Alva- 
rez’® has aptly pointed out, there is really 
no logic in the medical treatment of chole- 
cystitis, and certainly there is no logic to 
the medical treatment of cholelithiasis. 
However, some patients, such as the aged 
and those with cardiac diseases, cannot be 
subjected to operation. In such cases it is 
occasionally safer to treat the patient 
medically than to accept the risk of surgi- 
cal intervention. Efforts should be made, 
of course, to lessen the opportunity for 
complications due to the disease. 

Dietary and symptomatic therapy de- 
pends on whether one feels that the biliary 
tract should be put at rest or that the 
biliary flow should be stimulated. It has 
been pointed out that either method, or no 
therapy at all, brings about the same per- 
centage of good results, and there may be 
little or no rationale to the dietary or med- 
ical management. However, it would seem 
more logical to try to prevent stimulation 
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of the biliary passages in a patient with 
proved cholecystic disease, particularly in 
the presence of stones. Such efforts involve 
the use of antispasmodics, a low-fat, light 
diet, and weight reduction of the over- 
weight patient. Along with this regime, it 
is important to impress the patient with 
the importance of taking exceptionally 
good care of himself in the presence of 
respiratory and other infections. This is 
true particularly of streptococcic infec- 
tions, as there is some evidence that meta- 
static infection may easily result in acute 
cholecystitis after acute infections of the 
upper part of the respiratory tract. In such 
instances the proper antibiotic is, of 
course, invaluable; antibiotics may also be 
of considerable help in the presence of 
acute cholecystitis. 

For the most part, however, the therapy 
of cholecystic disease is still primarily a 
surgical problem. 


SUMMARY AND CONCLUSIONS 


1. The definitive therapy of diseases of 
the gallbladder is surgical. 

2. Since disease of the gallbladder may 
resemble any one of many other clinical 
syndromes, accurate differential diagnosis 
is of great importance. 

3. There is no good medical treatment 
for disease of the gallbladder. 


RESUMEN 


1. La terapettica definitiva de las en- 
fermedades vesiculares es quirtrgica. 

2. Ya que la enfermedad de la vesicula 
puede semejar muchos otros sindromes 
clinicos, el diagndéstico diferencial exacto 
es de gran importancia. 

3. No existe buen tratamiento médico 
para la enfermedad de la vesicula biliar. 


ZUSAM MENFASSUNG 


1. Die entscheidende Behandlung von 
Gallenblasenerkrankungen ist die chirur- 


gische. 
2. Da Gallenblasenerkrankungen einer 
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Reihe von anderen klinischen Zustaenden 
aehneln, ist eine genaue Differenzialdiag- 
nose von grosser Bedeutung. 

3. Es gibt keine gute medizinische 
Therapie der Gallenblasenerkrankungen. 


RESUME 


1. Le traitement définitif des maladies 
de la vésicule biliaire est chirurgical. 

2. Puisque les symptémes ressemblent 
Sonvent a ceux d’autres maladies, le diag- 
nostic différentiel est important. 

3. Il n’existe pas de bon traitement 
médical. 


RIASSUNTO 


1. La cura decisiva delle colecistopatie 
é quella chirurgica. 

2. Poiché tali affezioni possono simu- 
lare una o molte altre sindromi cliniche é 
di grande importanza una diagnosi dif- 
ferenziale accurata. 

3. Non esiste una cura medica efficace 
per le malattie della colecisti. 


CONCLUSOES 


1. A terapeutica positiva para as afe- 
coes da vesicula biliar é a cirurgica. 
2. Um diagnostico diferencial cuida- 


JANUARY, 1953 


doso deve sér feito, de vez certas afeccdes 
de vesicula biliar podem se confundir com 
varios outros quadros clinicos. 

3. Para as afeccdes da vesicula biliar 
nao existe qualquer tratamento médico 
de valor. - 
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most common complication, diverticu- 

litis, is increasing, owing to the in- 
crease in the general population surviving 
to the fifth and sixth decades of life, when 
this condition usually develops. Figures 
on the incidence of diverticulosis are not 
reliable because of the widespread occur- 
rence of the lesions, but from several 
autopsy and roentgen surveys they would 
appear to occur in from 5 to 20 per cent 
of all adults... From these same statistical 


[ino incidence of diverticulosis and its 


surveys it is estimated that in 80 to 95 per 
cent of the cases the process is asympto- 
matic,” but this still leaves a large segment 
of the populace included in the group with 


inflammatory changes and the complica- 
tions associated therewith. Most divertic- 
ula are located in the sigmoid and recto- 
sigmoid, and inflammation occurring in 
those above the level of the sigmoid is ex- 
ceedingly rare.* 

Etiologic Factors.—The cause of diver- 
ticulosis is unknown, although usually it 
is considered to be a degenerative disease 
caused by a general lessening of muscle 
tone in the older age groups, permitting 
small mucosal herniations through the 
muscle fibers surrounding the colon. A 
statistical survey of the familial incidence 
of diverticulosis and of the association of 
diverticula of the colon with diverticula 
elsewhere in the gastrointestinal tract 
would be of interest in determining the 
influence of heredity or of congenital 
weaknesses in intestinal musculature. 

We have seen 1 patient (Mr. R. G.) in 
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whom, at the age of 65, there developed 
symptoms of a diverticulum of the esoph- 
agus with obstruction. Five months after 
resection of the esophageal diverticulum, 
April 7, 1950, roentgenogram taken after 
a barium enema revealed the presence of 
extensive diverticulosis of the colon. Sub- 
sequently the patient underwent gastric 
resection because of pyloric obstruction 
due to a chronic duodenal ulcer, and in the 
pyloric end of the stomach two gastric 
diverticula were present. It is not incon- 
ceivable that some congenital weakness of 
the musculature exists in such a patient. 

Complications.—The main interest of 
the surgeon is not in diverticulosis per se 
but in the complications that stem from 
inflammatory changes in preexisting di- 
verticula. These range from simple acute 
diverticulitis to chronic diverticulitis 
(with or without associated obstruction), 
fistula formation, hemorrhage, perfora- 
tion, or pylephlebitis with liver abscess. 
These lesions are capable of producing pro- 
longed disability and even death. 

The management of acute diverticulitis 
in its uncomplicated form is medical and 
nonoperative. The administration of anti- 
biotics, with complete intestinal rest as- 
sured by gastric suction, will control all 
but a very small number of patients with 
acute diverticulitis. Of 14 hospitalized 
patients with acute diverticulitis seen dur- 
ing the past three years, only 1 in whom 
an abscess developed required incision 
and drainage. In all the others the divertic- 
ulitis subsided spontaneously in three to 
five days. 

Free perforation of a diverticulum with 
general peritonitis is fortunately rare, as 
most of these inflamed diverticula point 
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into the mesentery or are walled off before 
they perforate. With decompression and 
antibiotics it is our opinion that these per- 
forations will form a local abscess amen- 
able to simple incision and drainage. 


Treatment.—The problem of recurrent 
attacks of acute diverticulitis is one that 
is usually dismissed by stating that these 
are medical problems. This may have been 
true when colon resections were more 
hazardous than they are at present, but 
with antibiotics, blood banks, and improv- 
ed preoperative and postoperative manage- 
ment it is our definite conviction that ear- 
lier resections of the sigmoid would pre- 
vent these patients from becoming chronic 
invalids either because of the recurrent 
attacks themselves or as a result of com- 
plications, such as obstruction, abscess, 
or internal fistulas, that may develop. 


Boyden** has recently pointed out the 
good results to be obtained by an aggres- 
sive surgical attack on the problem of di- 
verticulitis and has raised some interest- 
ing questions, to wit: “1. If early resection 
can be done successfully in cases in which 
the diagnosis of carcinoma is falsely made, 
should it not be considered as well in the 
majority of complicated diverticulitis 
cases? 2. Is the mortality from resection 
prohibitive? 3. Is the chronic morbidity 
due to prolonged colostomy drainage nec- 
essary? 4. What are the late results fol- 
lowing resection as compared to less radi- 
cal methods?” 

In our opinion, all of these questions 
will be answered in favor of a bolder at- 
tack on the problem and most, if not 
all, of the devastating complications of 
long-standing diverticulitis could be pre- 
vented by the adoption of a policy of earli- 
er resection of the involved portion of the 
colon. Recurrent attacks of acute divertic- 
ulitis are bound to produce disability and 
invalidism, either from the attacks them- 
selves or by extension of the process out- 
side the colon. 

In patients with chronic diverticulitis 
the most common symptom is obstruction. 
This is largely on the basis of inflammation 
of tissues surrounding the colon. Earlier 
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views of treatment expressed in the litera- 
ture suggest staged procedures, with a 
preliminary colostomy followed in several 
months by resection and then, still later, 
by closure of the colostomy. Small won- 
der that our medical colleagues advocate 
medical management rather than such a 
prolonged surgical regime. Only a very few 
of these patients have complete obstruc- 
tion, and in the absence of complete ob- 
struction a policy of primary resection 
with immediate anastomosis has proved 
safe in our hands. In the presence of com- 
plete obstruction preliminary decompres- 
sion is necessary, but an interval of seven 
to ten days is sufficient, just as in resec- 
tions for carcinoma. 


Two cases are here reported. 


CASE 1.—Mr. W. B., aged 68, had constipa- 
tion and flatulence for six months. This im- 
proved for a month or two on medication but 
recurred two months later. A roentgen film 
taken after a barium enema showed an ob- 
struction, probably due to diverticulitis of the 
sigmoid (Figs. 1 and 2). Proctoscopic exam- 
ination revealed no abnormality. After eight 
days of a low residue diet and sulfasuxidine, a 
primary resection with end-to-end anastomosis 
was done (July 7, 1949). The pathologic diag- 
nosis was chronic diverticulitis with obstruc- 
tion and fistula formation. The patient made 
an uneventful recovery and was discharged 
on the eighth postoperative day. A barium 
enema roentgenogram four months later show- 
ed normal appearance of the colon, and the 
patient has now been asymptomatic for three 
years. 

The only death we have seen from di- 
verticulitis was that of a man whose con- 
dition was diagnosed roentgenologically as 
a narrowing of the sigmoid due to chronic 
diverticulitis three years before. He con- 
tinued to have symptoms and was finally 
admitted to the hospital moribund. He 
died two hours after admission. Autopsy 
revealed complete obstruction of the sig- 
moid due to diverticulitis, with perforation 
of the ascending colon and general peri- 
tonitis. Surely resection done at the time 
of the original diagnosis would have been 
life-saving. 

We have been fortunate in having had 
to deal with only 1 patient (S.M.M.) with 
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Fig. 1.—Almost complete obstruction due to 
diverticulitis of sigmoid. 


an internal fistula, the lesion being loca- 
ted between the ileum and the colon. In 
this case also resection of the involved 
ileum and colon was performed, with an 
uneventful recovery except for a stubborn 
superficial wound infection. The patient, 
a woman, has now remained asymptomatic 
for three years. 


Bleeding.—The problem of hemorrhage 
due to diverticulitis is a difficult one, be- 
cause one always suspects that one may 
be overlooking a carcinoma. Smithwick** 
reported that 15.7 per cent of 568 patients 
with diverticulitis alone had bleeding as a 
symptom. We have followed 5 patients 
with rectal bleeding of three to five years’ 
duration in whose cases the presumptive 
diagnosis was diverticulitis. In 1 of these 
(Mrs. F. S.) an early carcinoma of the 
sigmoid developed two years ago. This 
patient had been troubled with rectal 
bleeding since 1946. She had had four 
roentgen examinations prior to 1949, all 
of which were reported as indicating only 
diverticulosis. In 1949 she underwent a 
pelvic operation, and careful exploration of 
the colon was reported as having shown no 
abnormality except for the presence of 
diverticula. A barium enema roentgeno- 
gram at about this time (1949) again 
showed only diverticulosis. In May 1950 
a proctoscopic examination revealed a 
rectal polyp, which was removed, and a 
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pathologic diagnosis of Grade I carcinoma 
was made. Another tumor could just be 
seen lying beyond the reach of the oper- 
ating proctoscope, so a resection of the 
sigmoid was performed and a small (2.7 
cm. diameter) carcinoma of the sigmoid 
was found. The patient has remained 
well up to the time of writing, but rectal 
bleeding occurs after hard bowel move- 
ments on rare occasions. 


In this connection it may be mentioned 
that Rowe and Kollmar‘ reported that a 
review of the literature through May 1950 
yielded only 62 definite cases of coexisting 
carcinoma and diverticulitis of the colon. 
Dixon, Pitchford and Sebrechts® have just 
reported another case. 

It is of interest that all 5 diverticulosis 
patients followed by us for rectal bleeding 
were women. Turnbull®, in reporting 12 
cases of massive hemorrhage due to di- 
verticulosis, mentioned a preponderance 
of 8 women to 4 men, although statistically 
diverticulosis occurs more frequently in 
men—by almost a 2 to 1 majority. 

The problem of early resection for these 


Fig. 2.—Same patient as in Figure 1, four months 
after primary resection of involved sigmoid. 
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Fig. 3.—Extensive diverticulitis of left half of 
colon. Arrow indicates diverticulum, which was 
thought preoperatively to have perforated and 
produced mass in right upper quadrant; mass 
found at operation to be abscess of liver. 


They have had 


patients is still not clear. 
few symptoms and no disability except for 


the bleeding. However, they must be 
watched closely, with proctoscopic exam- 
inations at six-month intervals and an- 
nual barium enema roentgen examination, 
to prevent overlooking a coincidentally 
developing carcinoma. 


Pylephlebitis and Liver Abscess.—One 
patient has been of interest to us because 
of the development of a pyogenic liver 
abscess, presumably on the basis of pyle- 
phlebitis secondary to diverticulitis. 

CASE 2.—The patient, a 50-year-old white 
man (Mr. H. L.) had a history of intermittent 
bouts of pain in the right upper abdominal 
quadrant, chills, fever, and nausea without 
vomiting, which had come on at varying inter- 
vals during the previous three years and which 
responded after several days to vigorous anti- 
biotic therapy. During one of the attacks two 
years earlier a normal appendix had been re- 
moved. One year before we saw the patient 
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a complete gastrointestinal roentgen examina- 
tion and a roentgenogram of the gallbladder 
were reported as normal. In March 1952 he 
was admitted to St. Mary’s Hospital in Mil- 
waukee with a similar attack. Examination 
revealed a mass in the right upper abdominal 
quadrant, which was exquisitely tender. A 
barium enema roentgenogram (Fig. 3) re- 
vealed extensive diverticulosis and diverticu- 
litis. Our presumptive diagnosis was a rup- 
tured diverticulum in the ascending colon or 
hepatic flexure. The symptoms cleared prompt- 
ly on gastric suction and antibiotics and the 
patient was discharged on March 23. He was 
readmitted on April 29, with another similar 
attack. On May 6 an exploratory procedure 
was done, with the idea of resecting the in- 
volved colon, but when the abdomen was open- 
ed an abscess the size of a tennis ball was ob- 
served in the right lobe of the liver. This was 
a pyogenic abscess, and the only portion of 
the colon grossly involved in an inflammatory 
process was the sigmoid. The abscess was 
drained and the patient has remained well to 
the time of writing, the longest symptom-free 
interval since the onset of his present illness. 
It is planned to resect the sigmoid in Novem- 
ber this year. In a brief review of the litera- 
ture only 4 other cases of this complication 
were encountered; all were in the pre-anti- 
biotic era, and all were observed at autopsy.’ 
They furnish another indication of the dan- 
gerous potentialities of this disease. 


SUMMARY 


Diverticulosis has always been consid- 
ered, and in our opinion correctly so, a 
benign process that can be adequately man- 
aged by the well known medical regime of 
bland diet, mineral oil and antispasmodics. 
When diverticulosis becomes complicated 
by inflammatory changes, however, it is 
no longer a benign process, and it right- 
fully comes into the realm of the surgeon. 
The most common mistake made with re- 
gard to diverticulitis is to extend to it the 
same benign characteristics that have been 
attributed to diverticulosis. We naturally 
do not hold that a few isolated attacks of 
acute diverticulitis offer sufficient excuse 
to subject the patient to a resection of the 
involved colon, but we do strongly urge 
that, in the presence of repeated attacks 
of diverticulitis, particularly with evidence 
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of beginning inflammatory changes in the 
tissues outside the colon as evidenced by 
narrowing and fixation on roentgen exam- 
ination, colon resection should be perform- 
ed before the disabling complications of 
obstruction, internal fistula, pylephlebitis, 
chronic invalidism or massive hemorrhage 
make their appearance. Progress in colon 
surgery has been so great, in our opinion, 
as to permit safe resection with primary 
anastomosis in these patients, and there 
should be a negligible incidence of mortal- 
ity and a low morbidity rate associated 
with this plan of attack. 

Carrying this thinking further, we have 
instituted a policy of primary resection 
for patients with obstruction and internal 
fistulas, with excellent results both immed- 
iately after the operation and in the long- 
range follow-up. We do not consider a 
preliminary defunctionalizing colostomy 
necessary except in the extremely rare 
case of complete obstruction. When colos- 
tomy must be performed, we are of the 
opinion that delay for months is unneces- 
sary, and we advocate proceeding on the 
same schedule one would use for obstruc- 
tion due to carcinoma, namely, colostomy 
followed in one to two weeks by resection, 
and in another one to two weeks by closure 
of the colostomy. The morbidity associat- 
ed with long-standing colostomy for a be- 
nign lesion is unnecessary and unwise. 

We realize that the number of cases 
forming the basis of this report is not 
sufficient to permit absolute conclusions, 
but coupled with our experiences obtained 
in managing other lesions of the colon, 
both neoplastic and inflammatory, plus 
several recent reports in the literature,*® 
we are confident that this or a similarly 
timed and planned regime of surgical man- 
agement will be applied to diverticulitis. 


CONCLUSIONS 


1. Although diverticulosis may be con- 
sidered a benign process, when inflamma- 
tory changes set in it becomes a problem in 
surgical management. 


2. Repeated attacks of diverticulitis, 
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with narrowing of the lumen, indicate re- 
section. 

3. Colostomy should be used only in 
cases of complete obstruction. When it 
is used, the staging of the operations 
should be quickened to correspond with the 
schedule used in the treatment of obstruc- 
tion due to carcinoma. 


SUMAPIO E CONCLUSOES 


1. Tambem a diverticulose pode sér 
considerado um processo benigno; quando 
perturbacdes inflamatérias o atacam, se 
transforma a diverticulose num probléma 
para a pratica cirurgica. 

2. Os repetidos processos de diverticu- 
lite, com diminuicéo da “luz” intestinal, 
estao a indicar a ressecao imediata. 

3. A colostomia deveria sér usada so- 
mente nos casos de obstrucao completa. 
Quando ela é empregada, os tempos da 
operacao devem sér rapidamente prati- 
cados, da mesma maneira que se deter- 
mina para o tratamento do obstruco- 
devida ao carcinoéma. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


1. Die Divertikulose ist zwar ein gu- 
tartiger Krankeitsvorgang, wird aber 
doch zu einem Problem chirurgischer 
Behandlung, wenn entzuendliche Veraen- 
derungen einsetzen. 

2. Wiederholte Anfaelle von Diverti- 
kulitis mit Verengerung des Darmlumens 
geben die Indikation zur Resektion ab. 

3. Die Kolostomie sollte nur in Faellen 
von voelligem Darmverschluss Anwen- 
dung finden. Wo sie ausgefuehrt wird, 
sollte die zeitliche Aufeinanderfolge der 
Operationsstadien etwa so rasch sein wie 
es in der Behandlung des Darmver- 
schlusses beim Krebs ueblic ist. 


RESUMEN Y CONCLUSIONES 


1. Aunque la diverticulosis puede ser 
considerada como un proceso benigno, 
cuando se presentan cambios inflamato- 
rios se vuelve un problema de tratamiento 
quirtrgico. 
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2. La resecci6n esta indicada por los 
ataques repetidos de diverticulitis con 
estrechamiento del.lumen. 

3. Debe usarse colostomia unicamente 
en casos de obstruccién completa. Cuando 
se usa, las fases de la operacién deben ser 
aceleradas a corresponder con el horario 
usado en el tratamiento de obstruccién 
debida a carcinoma. 


RESUME 


La diverticulose, bénigne en soi, peut 
devenir un probléme chirurgical, s’il y a 
une réaction inflammatoire. Les crises 
aigues, a répétition, demandent un traite- 
ment chirurgical. La colostomie est le 
traitement de choix. 


RIASSUNTO E CONCLUSIONI 


1. Benché la diverticulosi possa essere 
considerata affezione benigna, tuttavia 
quando intervengano modificazioni in- 
fiammatorie deve essere prospettata la 
terapia chirurgica. 

2. Ripetuti attacchi di diverticolite con 
_ restringimento del lume indicano la rese- 
zione. 

3. La colostomia dovrebbe essere usata 
soltanto in casi di ostruzione completa. 
Quando attuata, si deve affrettare |’inter- 
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vento successivo cosi come si fa nella cura 
delle occlusioni dovute a cancro. 
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Orthopedic Treatment of Acute and Subacute 
Poliomyelitis by Early Stretching 
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HE orthopedic treatment of acute 
and subacute poliomyelitis is still the 
subject of considerable controversy, 
which was started by Elizabeth Kenny’s 
attack on the so-called orthodox method 
of treatment some years ago. Her chief 
contribution was the demonstration of the 
existence of muscle spasm, the need for 
overcoming it if deformities were to be 
avoided, and the elimination of immobili- 
zation by casts and braces. 

After electromyographic tests had con- 
firmed the presence of increased muscle 
irritability or spasm, not only in the 
muscles which she thought were involved 
but in almost all the muscles of patients 
with acute poliomyelitis, Ransohoff in 
1945, as well-as Paul, independently to 
overcome this increased muscle irritability 
and shortening, began the treatment of 
acute poliomyelitis by early stretching with 
the aid of curare. 

Between 1946 and 1948, 136 patients 
with acute and subacute poliomyelitis were 
treated on the Orthopedic Service of the 
Queens General Hospital, Jamaica, N. Y., 
Dr. Frederick Courten, Director, in accord- 
ance with Dr. Ransohoff’s regime. This 
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treatment was begun only after the diag- 
nosis of poliomyelitis had been made at 
the hospital. With very few exceptions, 
patients who required treatment in the 
respirator or who had primarily bulbar 
involvement were excluded. 

Technic of Treatment.—The patient was 
given curare in the form of Intocostrin 
(Squibb) by intramuscular injection every 
eight hours, usually starting with 0.9 units 
per kilogram of body weight, with a grad- 
ual increase to a maximum of 1.5 units. 
Three-quarters of an hour, one and one- 
half hours, and two and one-half hours 
after each daytime injection, the patient 
was stretched by a physical therapy tech- 
nician. There was no stretching after the 
midnight injection. The patient was en- 
couraged to stretch himself and to assist 
in the stretching of others. In addition, 
he was urged to exercise, get out of bed 
and walk around, if able, as soon as his 
temperature permitted. 


Range of Stretching.—The stretching 
was designed to carry every joint through 
its complete range of motion and to stretch 
every muscle to its normal physiologic 
length. In most cases this meant that after 
a few days the greatest effort was exerted 
in stretching the heel cords, hamstrings, 
adductors, quadriceps, back, and neck ex- 
tensors. Stretching was carried beyond 
the usual range, as follows: 

The heel cords were stretched until the 
ankle could be passively dorsiflexed to 
60 to 65 degrees, with the foot in some 
inversion and the knee in complete ex- 
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Fig. 1.—A, stretching heel cord. B, stretching hamstrings. 


tension (Fig. 1A). 

The hamstrings were stretched until 
the hip could be passively flexed to 60 
or even 45 degrees with the knee ex- 
tended, or 30 to 45 degrees beyond a 
right angle (Fig. 1B). 

The adductors were stretched by flex- 
ing both hips to a right angle and then 
externally rotating them until both 
thighs could be placed on the bed in the 
frog position (Fig. 2 A). 

The back was stretched until the face 
could be placed between the knees, which 
were held in extension, with the entire 
back forming a nicely rounded curve 
(Fig. 2B). 

The neck was stretched until it could 
be completely flexed forward. 

In some patients, mainly adults, 10 to 
15 degrees less than these ranges had to 
be accepted as the maximum attainable. 
Besides the aforementioned muscles, all 
others which seemed tight were stretched. 
This was particularly important in the 
upper extremities and was usually most 
painful at the shoulder. 

Stretching was continued with the aid 
of curare until normal muscle length had 
been restored. Curare was then stopped, 
but stretching went on. Three to five days 
later the patient was re-examined. If, at 
that time, any tightness existed, curare 
was resumed and stretching continued. If, 
however, flexibility had been retained and 
unless marked weakness contraindicated 
home care and ambulatory visits to the 


clinic, the patient was discharged to the 
outpatient department. 


Safeguards in Use of Curare. — The 
physiologic effect of curare is to block the 
nerve impulses to the skeletal muscles at 
the myoneural junction. Thus, an injec- 
tion of curare relaxes the muscles by caus- 
ing temporary partial or complete paraly- 
sis of the voluntary muscles. When curare 
is given intramuscularly, the effect be- 
comes noticeable after ten minutes, rises 
to a peak at one-half to three-quarters of 
an hour, and then subsides. After one 
hour the effect is only moderate, and after 
four hours it has disappeared. If curare 
is accidentally given intravenously or in 
an overdose, temporary partial or total 
paralysis of the respiratory muscles may 
develop, and unless adequate treatment is 
given it may be fatal. To carry out the 
treatment safely, the following precautions 
are necessary : 

1. The plunger must be pulled back to 
insure that the needle is not in a 
blood vessel. 

A syringe containing 1 cc. of prostig- 
mine 1:2,000 must be on hand. 

A positive pressure oxygen mask or 
anesthesia machine must be ready, 
and a member of either the house 
staff or the nursing personnel, 
trained in their use, should be avail- 
able. 

Close observation should be limited 
to three-quarters of an hour after 
curare is given, since the peak effect 
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subsides after that time. Infants un- 
der the age of 2 years should be 
watched carefully, in view of their 
inability to warn of impending res- 
piratory difficulty. 

For patients previously treated in 
the respirator, a roentgenogram of 
the chest should be taken for atelec- 
tasis, before the injection of curare 
is begun; also, an otolaryngologic 
consultation to confirm the absence 
of throat paralysis is necessary. 

In the presence of an acute inter- 
current infection or unexplained 
fever, the dose should be lowered or 
curare temporarily stopped. 

The initial injection is given intra- 
venously in a dose of 0.1 cc. to ob- 
serve a possible myasthenia-like re- 
action. 

Curare should be given after meals, 
owing to its effect on deglutition: in the 
morning after breakfast, in the late after- 
noon after supper, and at midnight. The 
patient should not eat for two hours after 
an injection. 

If respiratory difficulty should occur, 
prostigmine should be given at once, 
preferably intravenously, otherwise intra- 
muscularly. If more than a minor reaction 
occurs, oxygen should be given. Extreme 
lethargy and weakness indicate the advis- 
ability of decreasing the dose, but double 
vision and increased temporary skeletal 
paralysis are pharmacologic effects of cu- 
rare and do not require a reduction of the 
dose. 
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Reactions: During the three years under 
consideration, approximately 10,850 injec- 
tions of curare were given with but 15 
complaints of reactions (0.0014). Nine 
were minor and appeared to have been 
incorrectly so labeled. All were treated by 
the injection of prostigmine. There were 
6 major reactions (0.0006) in which res- 
piratory difficulty was signifieant. These 
were treated either by the injection of 
prostigmine alone or by prostigmine plus 
the use of the respirator. Two patients 
died some time after having been given a 
curare injection. 

CASE 1.—M. R., a girl 3 years old, was 
admitted to the hospital on Aug. 20, 1946. 
She had polio-encephalitis with weakness 
of the trunk and of all four extremities. 
She had been treated by stretching and 
curare (maximum dose, 1.5 units per kilo- 
gram of body weight) for a number of 
weeks. She was found slumped over her 
supper tray an hour after her afternoon 
injection. Although not cyanotic, she could 
not be revived. Postmortem examination 
revealed evidence of pneumonitis which 
had not been suspected. The cause of death 
was not conclusively established. 

CASE 2.—G. M., a girl 13 years old, was 
admitted to the hospital on Dec. 18, 1948, 
with a history of illness starting seven 
days earlier. On admission she was in 
acute distress, with labored breathing, 
generalized weakness, difficulty in swallow- 
ing, and regurgitation. She was placed 
in the respirator, where she remained for 
five days. She made marked improvement 
thereafter, and it was stated that there 


Fig. 2.—A, stretching adductor muscles. B, stretching back. 
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was no medical contraindication to the use 
of curare. On Jan. 7, 1949, she received 
her first injection, 1.7 cc. (0.9 units per 
kilogram). Ten minutes-later respiration 
became labored, but there was no cyanosis, 
and she was given prostigmine, first intra- 
muscularly and then intravenously. She 
improved somewhat and responded to 
questioning. About one-half hour later she 
was given a third injection of prostig- 
mine intramuscularly. Subsequently, fluid 
began to accumulate in the hypopharynx, 
and she was placed in the respirator. She 
did not respond; circulatory collapse de- 
veloped, and she died one hour and twenty 
minutes after the injection. No postmortem 
examination was performed to determine 
the cause of death. 


Importance of Stretching and Early Am- 
bulation.—The essential part of this treat- 
ment is the stretching of all the joints of 
the body to restore normal muscle length. 
This is based on the knowledge that com- 
plete restoration of normal muscle length 
prevents a fixed deformity and makes 
braces unnecessary. Curare is employed 
because stretching without it is usually 
too painful to obtain an adequate result. 
Satisfactory stretching without curare was 
eventually obtained in approximately 25 
per cent of the patients, but at the cost 
of a much longer hospital stay and with 
considerable pain for the patient. 

As has been stated, the patients were 
encouraged to get out of bed and walk 
around, if they were able, as soon as their 
fever abated. Those patients who had 
marked weakness or complete paralysis of 
one or both lower extremities were made 
ambulant with the aid of a walker or 
crutches or were held upright by physical 
therapy technicians. If the weakness was 
so marked as to preclude the vertical posi- 
tion, every effort was made to help the 
patient sit in a wheelchair. Only the totally 
paralyzed patients were permitted to re- 
main in the horizontal position. 

In the case of very young children, early 
ambulation was found inadvisable if the 
lower extremities were weak and the heel 
cords tight. In some instances, early walk- 
ing caused genu recurvatum, which took 
many months to overcome with muscle 
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training. For such young patients, exercise 
is obtained in other ways, e.g., bicycling. 

Why Braces Are Unnecessary.—lIt is of 
interest to consider why patients who are 
completely flexible do not require braces. 
Braces are ordered for poliomyelitis pa- 
tients for two reasons: (1) to support a 
limb and thus, for instance, improve 
weight bearing, and (2) to prevent de- 
formity. 

A support has not been found necessary 
because, owing to the elimination of 
muscle shortening, no force other than 
gravity is exerted on the limb. As a result, 
the limb passively assumes whatever posi- 
tion it is placed in, within the limits per- 
mitted by its joint capsules and their lig- 
aments. Thus, the ligaments and joint 
capsules keep the limb in a neutral position 
by absorbing the strain. This strain is 
mild because of the absence of muscle 
shortening.* 

Similar observations have been made 
frequently in patients with an absolutely 
flail leg. Such a leg, despite lack of support, 
remains in the neutral position without 
deformity, because with total paralysis 
of the leg there is no deforming force. 

The only patients who needed supports 
despite complete relaxation were the one 
with a drop foot, who was fitted with a 
simple device to pull the forefoot up so 
that it did not interfere with walking, 
and the one with a completely flail upper 
extremity, whose arm subluxated down- 
ward at the shoulder joint and who was 
given a sling to help prevent overstretch- 
ing of the shoulder joint capsule by 
gravity. Most of the latter patients pre- 
ferred to omit the sling and in time re- 
gained enough power to prevent subluxa- 
tion. 


The use of braces for the prevention of 
deformity is obviously unnecessary for 
patients who are flexible, since there is 
no tight muscle to act as a deforming 
force. An example of this was a patient 
who had shortened gastrocnemius-soleus 
and hamstring muscles in a limb with a 

*If muscle shortening is present, however, the strain is 


much greater, and lack of support permits the development 
of a deformity, as in the very young children aforementioned. 
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paralyzed quadriceps. When he attempted 
to walk, his knee remained in flexion, and 
he could not lock it, as the tension on the 
contracted muscles was too painful. After 
he had undergone stretching with the aid 
of curare and without any immediate re- 
turn of power in the quadriceps, he was 
able to walk with stability and without 
any support, as he could lock his knee with- 
out pain. Thus, he no longer needed to 
keep his hand on his thigh to prevent the 
knee from buckling, the attitude usually 
associated with quadriceps paralysis. 

While the omission of braces thus places 
the capsular structures under some strain, 
this disadvantage is minor by comparison 
with the disadvantages of immobility 
which must accompany the wearing of a 
brace, such as lack of exercise, tendency to 
contractures, and even vascular complica- 
tions. 

There was considerable variation in the 
length of the hospital stay, which ranged 
from eight to two hundred and forty days, 
the median being forty. This variability 


depended on the extent of paralysis and 


the difficulty in overcoming tightness, 
which, as Paul had already emphasized, 
increases with each day’s delay. It was 
also our observation that tightness con- 
tinued to increase until stretching was 
begun. 

After discharge, the patient reported 
daily to the clinic for stretching and was 
advised to have himself stretched daily at 
home by family and friends. No other 
physical therapy was prescribed until the 
patient could be kept fully relaxed with 
ease. Sinusoidal stimulation and other 
treatments were commenced when indi- 
cated. With time and retention of flexi- 
bility, outpatient visits were gradually de- 
creased to a check-up level. 

The majority of patients returned faith- 
fully to the outpatient department, where 
the extent of their flexibility was checked 
and repeated muscle charts were done. 
They usually progressed satisfactorily as 
long as they were under supervision. The 
epidemic of 1949, however, so overwhelmed 
the staff that active treatment was dis- 
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continued for all the patients, as were 
follow-up visits. 


Follow-Up Survey.—A careful follow-up 
examination, including a muscle chart, has 
just been completed. Seventy-five per cent 
of the patients were rechecked two to six 
years after their discharge from the hos- 
pital, and the following end results are 
based on these examinations. 


Tightness and Contractures: The ma- 
jority of patients stated that they had 
ceased stretchings as soon as their follow- 
up visits ended. They felt that they were 
well or improving satisfactorily and went 
about their daily activities, including 
sports and games. Examination showed 
that straight leg raising, which had pre- 
viously been possible to 70-75 degrees, had 
become limited to 90 or even 100 degrees. 
Accompanying this, there was decreased 
flexibility of the back, so that it was no 
longer possible for the patient to place 
his face between his knees with the knees 
in extension. If this was still possible, it 
was accomplished with flattening of some 
part of the previously satisfactory curve 
of the lumbar and dorsal portions of the 
spine. The same tightening would fre- 
quently be true for the heel cords and for 
the adductors. 

If the patient had terminated stretching 
after having made a complete recovery of 
power, the loss of flexibility just described 
produced no other objective or subjective 
disability. If, however, a muscle whose 
opponent was not normal had tightened, 
follow-up examination showed lack of im- 
provement or even loss of power of the 
weak muscle. In some cases definite con- 
tractures were observed, with mild de- 
formities. These were most marked in a 
few very badly paralyzed young children 
whose parents had been unable to stretch 
them. Another group, who had contrac- 
tures and deformities, was made up of 
those who had originally been treated by 
stretching with the aid of curare, but had 
transferred to other institutions either be- 
fore or after complete relaxation had been. 
obtained. They returned for reexamina- 
tion, as the hospital is a regional center 
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for the care of poliomyelitis patients. Some 
stated that they had been put to bed for 
several months, and others had worn 
braces. None had been vigorously 
stretched. The data on their cases are 
presented in Table 1. 


Scoliosis.—In this study, special atten- 
tion had always been paid to symmetry of 
the back, in order to prevent development 
of a scoliotic deformity in the subacute 
and chronic phases of poliomyelitis. Stand- 
ing roentgenograms of the spine of every 
patient were taken at the time of dis- 
charge from the hospital, i. e., at a time 
when the back should have been completely 
flexible. Thereafter, in every follow-up 
examination, the patient was tested for 
muscle tightness and consequent limited 
flexibility of the back. If there was evi- 
dence of asymmetry, lateral tilting views 
were also ordered and lateral trunk 
stretching was prescribed. 

In the follow-up survey, all patients who 
retained normal muscle length and flexible 


backs remained symmetric. In some who 
had unilateral hamstring tightness there 
had developed ipsilateral tightness of the 
back, with a consequent functional curve. 
Fixed scoliosis was observed in 8 patients, 


TABLE 1.—Contractures and Deformities 
Mild Moderate 
Dorsiflexion contractures of toes 1 
RVG TIETOPMILIOS q.........5.20:c-sccccecsceee 8c 2a 
Equinus deformity 
Equinovarus and cavovarus 
deformities ... 
Flexion contracture of knee.............. > 
Flexion contracture of hip 
Contracture of upper extremity 
UC tc | (renee ee tee eneetnae Crete if 
Totals sf 
a. Patient had plantar fasciotomy and later 
lengthening of the achilles tendon and trans- 
plant of anterior tibial tendon to mid-dorsum 
of foot. 

- Patient had lengthening of the achilles ten- 
don and posterior capsulotomy of ankle joint. 

. Patient had mild cavus deformities, as well 
as slight flexion contractures of a hip and a 
knee. 

- Patient and mild contractures of both should- 
ers, one elbow, both forearms and hands. 

- Two patients had slight finger contractures 
and slight adduction contracture of a should- 
er, respectively. 

- Delay in starting therapy was so great that 
torticollis could never be overcome, 
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TABLE 2.—Leg Length Inequality 
Follow-up 


Interval Inequality of Leg Length 


yy” 1” Over1” Totals 
Less than 2 
years ....1 ja 3 
2-4 years....6 . 16 
Over 4 
years ....3 3 
Totals 1 6 2 1 22 


a. Patient referred to in text with fractures of 
tibia and fibula. 
b. Includes patient who was satisfactorily flexi- 
ble. 
in 2 instances moderate and in 6 instances 


mild. 


Vascular Changes.—Cyanosis and vas- 
cular changes are common complications 
in the paralyzed limbs of poliomyelitis pa- 
tients, particularly in cold weather. In 
the literature this has been attributed to 
the inactivity of a severely paralyzed limb. 
In spite of the frequent occurrence of 
severe paralysis in this series, this condi- 
tion was not encountered, either in the 
acute and subacute periods or in the 
chronic stage. Thus, it can be concluded 
that early exercise and ambulation, un- 
hampered by braces, explain this observa- 
tion. 

One patient appeared for a time to be 
an exception te this statement. He had 
severe involvement of both legs and within 
six months after the onset sustained frac- 
tures of the shafts of the tibia and fibula 
of the weaker leg. After two months of 
immobilization in plaster, the leg was for 
several months cold, painful, and cyanotic 
when dependent. Subsequently, with im- 
proved exercise and ambulation, these 
complaints disappeared. 


Leg Length Inequality—The develop- 
ment of limb length inequality is another 
complication of the orthopedic treatment 
of poliomyelitis. Although many investi- 
gators have attempted to correlate the 
causative factors, no correlation has been 
conclusive. The usual thought has been to 
associate the extent of paralysis with the 
amount of shortening. It is also well known 
that immobilization of a limb will hamper 
its growth. This study points to the impor- 
tance of tightness of the lower extremity 
muscles, such as the hamstrings, adduc- 
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tors, and gastrocnemius-soleus groups, in 
causing inequality in the length of limbs. 
With the exception of 2, all of the patients 
listed in Table 2 had such tightness. The 
2 exceptions were both flexible but had 
required plaster immobilization, 1 for a 
fractured leg, as has been mentioned, and 
the other postoperatively, after a tendon 
transplant at the foot (Table 2). 

With the exception of limb length in- 
equality, no contractures or deformities 
have developed in patients who continued 
stretching and remained relaxed. Despite 
paralyzed dorsiflexors of the foot, there 
is no equinus deformity. Despite paralyzed 
abdominal muscles, there is no lordosis. 
Despite paralyzed gastrocnemius - soleus 
muscles, no calcaneus deformity has oc- 
curred. On the other hand, a gradual 
return of function has been noted in most 
of the paralyzed muscles, and, in some, 
continued improvement has been observed 
even five years later. 


COMMENT 


Fears have been expressed in the litera- 
ture that stretching beyond the usual 
range or maximum stretching would in- 
jure the weakened muscles and interfere 
with their recovery. There was no evi- 
dence of this during the active treatment 
of the patients under consideration. The 
recent follow-up has demonstrated that 
as soon as stretching is discontinued the 
muscles tighten, even two years after the 
acute attack, and probably shorten to the 
length required in ordinary life, includ- 
ing the ordinary sports and games of chil- 
dren and adolescents. 

Others have claimed that too early 
exercise by a patient with acute poliomy- 
elitis would damage the muscles and pre- 
vent recovery. No evidence of this was 
found either during the active treatment 
in the hospital and outpatient department 
or in the recent follow-up. On the contrary, 
it is believed that early exercise is one of 
the major reasons why circulatory dis- 
turbances have not been encountered in 
our series. Furthermore, early exercise 
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as well as stretching is believed to be re- 
sponsible for the improved recovery of 
muscle power observed in our patients. 
Although this cannot be proven statistic- 
ally, it was impressive to all observers. 


A few patients, stricken in the same 
years but treated elsewhere, have come 
under our observation. They are especially 
interesting because their treatment did not 
include thorough stretching. They were 
found to have considerable muscle shorten- 
ing, particularly in the trunk. If a lower 
extremity was involved, they wore braces 
and had difficulty walking without them. 
It has been possible in some of these cases 
to enlist enough cooperation for stretch- 
ing, even at this late date, so that sufficient 
improvement was obtained to enable the 
patient to discard the braces. 

It had been our belief that thorough 
stretching with the aid of curare in the 
acute and subacute phases of poliomyelitis 
would permanently prevent the develop- 
ment of tightness. This follow-up survey 
has shown that once stretching is aban- 
doned, even two or more years later, 
muscles gradually tighten and in many 
instances contractures and deformities re- 
sult, most of which, however, are mild. It is 
apparent, therefore, that stretching must 
be continued indefinitely. 


It cannot be disputed that patients who 
have deformities or contractures must live 
with them and perhaps wear braces for 
the rest of their lives. Furthermore, the 
results of surgical measures, though 
originally they appeared good, frequently 
have been lost with time and the persistent 
pull of the so-called deforming element. To 
avoid these contingencies it might not, 
therefore, be too unreasonable to expect a 
patient to continue stretching indefinitely. 


A confirmation of our observations is to 
be found in a paper published by Bingham 
in 1947. He described a syndrome ob- 
served in 264 soldiers, in which there was 
generalized weakness and contractures of 
the calf, hamstring and erector spinae 
muscles. In many of these patients there 
was a definite old history of poliomyelitis, 
while others could remember an illness 
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which preceded the onset of the condition. 
In his paper, he states that “the one posi- 
tive physical finding common to all the pa- 
tients was contracture and shortening of 
the sacro-spinalis and hamstring muscles.” 
Thus, although these patients were in good 
health and apparently in good physical 
condition, having no deformities, they were 
functionally incapable of carrying out 
their duties as combat soldiers. Bingham’s 
observation, therefore, represents a very 
late follow-up on poliomyelitis patients who 
had been undoubtedly considered com- 
pletely recovered. Obviously, however, the 
poliomyelitis infection had resulted in con- 
tractures of the aforementioned muscles, 
because they had not been stretched to 
their normal length. 

It is hoped that in the near future it will 
be possible to make a controlled study of 
patients with and without stretching, with 
and without curare, but with the same 
physical therapy technic. 


SUMMARY 


This paper describes the orthopedic 
treatment of acute and subacute poliomy- 
elitis by intensive physical therapy with 
the aid of curare. 

The technic of stretching and the use of 
curare are explained, as well as the pre- 
cautions to be observed in administration 
of the drug. The need for adequate organi- 
zation and observation of the patients is 
stressed. The known circumstances of 2 
deaths are given. 

This study is based on the treatment of 
136 cases and demonstrates that maximum 
improvement is facilitated by vigorous and 
continued stretching with curare because: 

1. Normal muscle length is retained. 

2. Fixed deformities are prevented. 

3. No obstacle exists to recovery of 

power by weak muscles. 

4. Casts and braces are rendered un- 

necessary. 

5. Circulatory disturbances are not en- 

countered. 

A follow-up survey, two to six years 
later, of about 75 per cent of the patients 
revealed that stretching must be continued 
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indefinitely ; otherwise tightness or short- 
ening will return, thereby preventing weak 
muscles from improving and permitting 
contractures or even deformities to de- 
velop. The relation between muscle short- 
ening and unequal leg length is pointed 
out. There is no evidence that either inten- 
sive stretching or early exercise produces 
any damage to muscles. On the contrary, 
intensive stretching, facilitated in the early 
stages by the use of curare plus early 
exercise, is the best orthopedic method of 
treatment of acute and subacute poliomy- 
elitis. 

Author’s Note: We wish to express our appreci- 
ation for the hard work and sympathetic interest 
of our physical therapy technicians, without whose 
assistance this project could never have been 
carried out. Miss Theresa E. Buffa, who has 
remained through the years, has been particularly 
helpful in training the others. 


RESUME 


A laide du curare et de la physio- 
thérapie prolongée, on peut corriger les 
effets de la polio-myélite aigue et sub- 
aigue. 

Les auteurs décrivent la facon de pro- 
céder. Ils basent leurs affirmations sur 
136 cas avec les résultats suivant: 

1. La longueur musculaire est con- 
servée. 

2. Les difformitées sont empéchées. 

3. Les muscles affaiblis peuvent re- 
prendre leur tonus. 

4. On élimine les platres et les sup- 
ports. 

5. Il n’y a pas de troubles circula- 
toires. 

Aprés six ans, les résultats observés 
sont satisfaisants. 


RESUMEN 


Este articulo relata el tratamiento orto- 
pédico de la poliomielitis aguda y sub- 
aguda por medio de la terapia fiscia 
intensiva con la ayuda del curare. 

Se explican la técnica del estiramiento 
y el uso del curare, asi como las pre- 
cauciones que hay que tener en la ad- 
ministracién de la droga. Se resalta la 
necesidad de organizacién adecuada y 
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observacion de los pacientes. Se dan las 
circunstancias conocidas de 2 muertes. 


Este estudio esta basado en el trata- 
miento de 136 casos y demuestra que 
la mejoria maxima es facilitada por el 
estiramiento enérgico y continuado con 
curare, por que: (1) se mantiene la longi- 
tud muscular normal; (2) se previenen 
deformidades fijas; (3) no existe obstaculo 
en la recuperacién de poder por los 
musculos débiles; (4) se hacen innece- 
sarios los moldes yabrazaduras, y (5) 
no se encuentran perturbaciones circula- 
torias. 

En un aspecto seguido dos a seis afios 
después, el 75 por ciento de los pacientes 
aproximadamente mostraron que el estir- 
amiento debe continuarse indefinida- 
mente; de otra manera recurren la rigidez 
6 el acortamiento, previniéndose con ello 
la mejoria de miusculos débiles y per- 
mitiéndose el desarrollo de contracturas 
y aun deformidades. Se puntualiza la re- 
lacién entre acortamiento muscular y 
desigualdad de la longitud de las piernas. 
No hay evidencia de que el estiramiento 


intensivo 6 el ejercicio temprano produz- 
can ninguna lesidn en los miusculos. Por 


el contrario, el estiramiento intensivo, 
facilitado en los primeros estadios por el 
uso del curare mas el ejercicio temprano, 
es el mejor método ortopédico para el 
tratamiento de la poliomielitis aguda y 
subaguda. 


RIASSUNTO 


Nel lavoro é descritta la cura ortopedica 
della poliomielite acuta e subacuta per 
mezzo di una intensa terapia fisica e con 
Yaiuto del curaro. 


Viene spiegata la tecnica della esten- 
sione e l’uso del curaro, cosi come le pre- 
cauzioni che si devono prendere nella 
somministrazione del farmaco. Viene sot- 
tolineata la necessita di una perfetta or- 
ganizzazione e osservazione del malato. 
Vengono riferite le cause di morte di 2 
pazienti. 

Lo studio é basato sulla cura di 136 
casi, e dimostra che il massimo migliora- 
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mento lo si ottiene con una vigorosa e 
continua distensione, sotto curaro, poiché: 
(1) si raggiunge la normale lunghezza del 
muscolo; (2) si prevengono le deformita; 
(3) non si creano ostacoli al ricupero di 
forza da parte dei muscoli deboli; (4) si 
rendono inutili gli apparecchi, e (5) non 
si incontrano disturbi circolatori. 

Una revisione di circa il 75% dei pazi- 
enti, da 2 a 6 anni dopo la cura, ha dimo- 
strato che la distensione deve essere conti- 
nuata indefinitamente, altrimenti puod 
riapparire |’accorciamento o la retrazione 
che impediscono il miglioramente ai mus- 
coli deboli e permettono la comparsa di 
contratture o anche deformita. Viene 
stabilita la relazione fra accorciamento 
muscolare e ineguaglianza di lunghezza 
degli arti. Non sembra che la distensione 
e l’esercizio precoce producano danni ai 
muscoli; al contrario la distensione, facil- 
itata. negli stadi iniziali dall’uso del 
curaro, oltre all’esercizio precoce, é il 
miglior metodo ortopedico nella cura della 
poliomielite acuta e subacuta. 


SUMARIO 


Esse trabalho descreve o tratamento 
ortopedico da poliomielite aguda e sub- 
aguda, pela fisioterapia intenssiva auxili- 
ada pelo uso do curare. 


A técnica da distensao e 0 emprego do 
curare sao explicados, 0 mesmo aconte- 
cendo com as precaucées a sérem tomadas 
na administracéo da droga. E tracado 
o papel da organizacao e da observacao 
dos doestes assim tratados. As circun- 
stancias conhecidas sdbre dois casos fatais 
sao descritas. 

Esse estudo é fundamentado no trata- 
mento de 136 doentes, e conclue que o 
maximo de melhoria é conseguido por 
uma vigorosa e continua tracao auxiliada 
pelo curare, porque: (1) o comprimento 
normal do musculo é mantide; (2) sao 
obstadas as deformidades fixas; (3) nen- 
hum obstaculo existira para a recupera- 
cao, potencial dos musculos enfraquecidos ; 
(4) as ataduras e os moldes se tornam 
desnecessarios, e (5) nao se registram 
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quaisquer perturbacoées circulatorias. 

Um exame posterior e seguido entre 
dois e seis anos apés o tratamento de cerca 
de 75% dos doentes, revela que a tracao 
continua deve sér mantida_ indefinida- 
mente; caso contrario, a tensao e o encur- 
tamento reaparecerao, entrementes, pre- 
venindo os musculos enfraquecidos que 
se adaptam, permitindo o aparecimento 
de oytras deformidades. A relacao entre 
o encurtamento muscular e o compri- 
mento desigual da perna é realeada. Nao 
existe qualquer prova que nos leve a pen- 
sar poderem a tracao intensa e o exer- 
citar precoce produzir qualquer pertur- 
bacao prejudicial aos musculos. Muito ao 
contrario, a tracao intensa facilitada em 
fazes previas pelo emprego do curare, 
além do exercitar precoce, é o melhor 
metodo de tratamento pedico da _polio- 
mielite aguda e sub-aguda, presentemente, 
concluem os autores. 


ZUSAM MENFASSUNG 


Die Arbeit beschreibt die orthopae- 
dische Behandlung der akuten und sub- 
akuten Poliomyelitis mit intensiver physi- 
kalischer Therapie unter Zuhilfenahme 
des Kurare. 

Die Technik der Streckung und die 
Anwendung des Kurare sowie die bei der 
Anwendung des Mittels zu beobachtenden 
Vorsichtsmassnahmen werden erklaert. 
Die Notwendigkeit entsprechender Erzie- 
hung und Beobachtung der Kranken wird 
betont. Die in zwei Faellen fuer einen 
toedlichen Ausgang verantwortlichen 
Ursachen werden angegeben. 

Die vorliegende Untersuchung stuetzt 
sich auf die Behandlung von 136 Faellen 
und weist nach, dass das Hoechstmass 
einer Besserung durch energische und 
fortgesetzte Streckung mit Untertuetzung 
von Kurare ermoeglicht wird, weil (1) 
die normale Laenge des Muskels erhalten 
wird, (2) fixierte Entstellungen ver- 
mieden werden, (3) Muskelschwaeche 
kein Hindernis fuer die Wiederherstellung 
bildet, (4) Gipsverbaende und Schienen 
unnoetig werden, und (5) Kreislaufstoe- 
rungen nicht vorkommen. 
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Eine zwei bis sechs Jahre spaeter er- 
folgte Nachpruefung von 75% der Kran- 
ken ergab, dass die Streckung unbegrenzt 
fortgesetzt werden muss, weil sonst 
Muskelstarre und—verkuerzung wieder- 
auftreten und infolgedessen schwache 
Muskeln nicht bessern und Kontrakturen 
oder sogar Entstellungen zustande kom- 
men koennen. Auf die Beziehung zwis- 
chen Muskelverkuerzung und Ungleich- 
heit der Beinlaengen wird hingewiesen. 
Es besteht kein Hinweis, dass intensive 
Streckung oder fruehzeitige Uebungen zu 
Muskelschaedigungen fuehren. Im Gegen- 
teil, die intensive Streckung, die im frue- 
hen Stadium durch Anwendung’ von 
Kurare und rechtzeitige Uebungen er- 
leichtert wird, stellt die beste ortho- 
paedische Behandlungsmethode der aku- 
ten und subakuten Poliomyelitis dar. 
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Fellowships Offered by Brazilian and Argentine Sections 


The Brazilian Section for the International College of Surgeons is offering 
three Fellowships annually to Argentine medical students. The following Fellow- 


ships are available: 


One Fellowship in Thoracic Surgery in Rio de Janeiro, Sao Paulo or 


Santos. 


One Fellowship in Abdominal Surgery in Rio de Janeiro, Sao Paulo, 


Santos or Bahia. 


One Fellowship in a surgical specialty, Anesthesiology, Radiology, or 
Public Sanitation in Rio de Janeiro, Sao Paulo, or Santos. 
The Fellowships will consist of one or possibly two months’ training be- 


tween April and November, inclusive. 


The recipients will receive complete 


maintenance and the sum of two thousand Cruzeiros. 

The officers of the Brazilian Chapter will advise the Argentine Section an- 
nually of the hospitals which will offer Fellowships. 

The Argentine Section will offer three scholarships to Brazilian medical 


students. 


The following Fellowships now being offered by the Brazilian Section: 


Orthopedics and Traumatology 


Hospital das Clinicas—Prof. Dr. Godoy Moreira, Sao Paulo. 


Anesthesiology 


Hospital Central da Santa Casa de Misericordia de Sao Paulo. Prof. Dr. 


Roberto Araujo. 
Abdominal Surgery 


Sanatoério Sao Lucas—Prof. Dr. Eurico Branco Ribeiro, Sao Paulo. 





Causes of Failure in Surgical Fenestration 


A Follow-Up of 3,000 Consecutive Cases 


GEORGE E. SHAMBAUGH JR., M.D. 
CHICAGO, ILLINOIS 


HE one-stage fenestration operation, 
in the brief span-of fourteen years 
since its introduction, has earned for 
itself an accepted role in the alleviation 
of deafness due to otosclerosis. Much has 
been written of its often brilliant results 
in restoring useful hearing to persons 
handicapped by progressive deafness. 
What about the other side of the picture? 
How often has the operation failed to 
achieve the expected hearing improvement, 
and, even more important, how often has 
the improved hearing failed to stand up 
beyond a few months or a year or two? 
What caused these failures, and how might 
they be prevented? 

To find an answer to these questions, 
the fenestration operations performed at 
Northwestern University since 1938 were 
reviewed. Approximately the first 1,000 
fenestrations in this series were done in 
the first seven years (1938-1945), during 
which the factors influencing osteogenic 
closure were being investigated in mon- 
keys, the knowledge gained being applied 
gradually to the operative technic. These 
experimental studies resulted in the modi- 
fied technic described in 1946 as the North- 
western improved fenestration operation. 
This is the technic employed in approxi- 
mately 2,000 operations during the past 
seven years. 

It is worth while at this point to list 
certain features of the Northwestern tech- 
nic that differ somewhat from other 
methods: 

1. Most important in preventing failure 
due to ostéogenic closure of the fenestra 
is continuous irrigation to create a fen- 
estra free from bone dust. The use of the 


Read at the Seventeenth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Chicago, September 1952. 

Submitted for publication Sept. 17, 1952. 


104 


operating microscope, first employed in 
fenestration by Holmgren many years 
ago, was added to the continuous irriga- 
tion technic in 1940. This valuable aid 
to making a perfect fenestra, free of bone 
dust, has been adopted by some but not 
by all surgeons who perform fenestration. 

2. Enchondralization of the fenestra is a 
principle first described by myself and 
now employed to a greater or lesser degree 
by nearly all surgeons in this field. Good 
enchondralization includes doming of the 
fenestra so that the skin flap will fit tightly 
against the fenestral margins as healing 
and contraction occur. 

8. Polishing of the bone around the 
fenestra with a smooth hard gold burr, 
first done by Lempert, is a useful addition 
to the technic. 

4. Preservation of intact endosteal mem- 
brane within the labyrinth to the knifelike 
edges of the fenestra, where it will unite 
with the periosteum of the flap to heal 
the bone edges by first intention, is a prin- 
ciple of major importance. The most recent 
addition to the Northwestern technic, it 
is still insufficiently appreciated by those 
who continue to curet or scrape the edges 
of the fenestra, thus removing endosteal 
membrane and leaving denuded unpro- 
tected bone for future osteogenic activity. 

5. In 1946 I advocated elastic sponge 
packing to hold the flap tightly against 
the margins of the fenestra, insuring con- 
tact with the endosteal membrane within 
the fenestra. Sponge packing has been 
adopted by a number of surgeons. 

6. Local anesthesia, first used in fenes- 
tration procedures by Holmgren and 
Sourdille, is still preferable, in my opinion 
and that of my associates, to any form of 
general anesthesia, because of the lessened 
bleeding. 
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7. Last but not least, emphasis at North- 
western University is laid upon the strict- 
est possible aseptic technic during opera- 
tion and in postoperative care for at least 
six weeks. The record of 3,297 consecutive 
operations during fourteen years without 
a death or a serious complication due to 
infection is attributable in large part to 
insistence upon a meticulous aseptic tech- 
nic, a technic to which the otolaryngologist, 
accustomed to operating in infected 
regions, is too often a stranger. 

Between July 1938 and August 1952, 
3,297 consecutive fenestration operations 
(including 63 revisions) were performed 
at Northwestern University by myself or 
my associates. In 36 cases there were not 
sufficient postoperative audiograms to 
judge the result, and 170 cases in which 
operation has been performed within the 
past eight months were considered too re- 
cent for evaluation of the results. There 
remained 3,091 operations available for 
this study of failures. 

The operation was considered an “initial 
failure” if the hearing at no time was im- 
proved more than 10 decibels for the speech 
frequencies. When the hearing was initi- 
ally improved but latzir receded to within 
10 decibels of the preoperative level, the 
operation was classified as a “late failure.” 
According to these particular definitions of 
initial and late failure, there were 416 fail- 
ures among the 3,091 operations studied 
(13.5 per cent). This does not imply that 
86.5 per cent of all operations achieved 
the 30-decibel practical level of hearing, or 
even a useful improvement in hearing, but 
only that in this number of cases the pa- 
tients received and had maintained, up to 
the most recent test, a significant hearing 
improvement of more than 10 decibels for 
the speech frequencies. 

Among the first 1,000 operations there 
were 254 failures (25.4 per cent), and 
among the more recent 2,000 done by the 
improved technic there were 162 failures 
(8.1 per cent). 

Each of the 416 failures was studied in- 
dividually to determine the probable cause 
of failure to achieve or to maintain the ex- 
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pected hearing improvement. 


Initial Failures—In 233 of the 3,091 
operations (7.5 per cent) there was fail- 
ure to achieve a signficant hearing im- 
provement of more than 10 decibels for the 
speech frequencies. There were three pos- 
sible causes for these initial failures: 

1. By far the most frequent cause was 
postoperative serous labyrinthitis, which 
accounted for initial failure in 165 cases, 
or 70 per cent of all initial failures. Clini- 
cally the patients usually exhibit a con- 
siderable drop in hearing (telow the pre- 
operative level) in the two-week test. 
Sometimes the hearing can recover from 
an initial drop with an eventual good re- 
sult, but often the cochlea fails to recover 
from the initial damage, and the operation 
is a failure from the start. From our ex- 
perimental studies and clinical observa- 
tions we are of the opinion that bleeding 
into the fenestra is probably the most im- 
portant cause of postoperative serous 
labyrinthitis leading to cochlear damage, 
with trauma to the flap and infection of 
In the 


the cavity as additional factors. 
first 1,000 fenestrations there were 103 
initial failures ascribed to serous labyrin- 


thitis, an incidence of 10 per cent. Since 
the improved technic was described in 
1946 there have been 62 failures due to 
serous labyrinthitis in the last 2,000 fenes- 
trations, an incidence of 3 per cent. This 
reduction from 10 per cent to 3 per cent 
can probably be attributed to the following 
features in the improved technic: local 
anesthesia, sponge packing and increased 
emphasis upon strict asepsis. Despite the 
reduction, serous labyrinthitis is still a 
major cause of failure. 

2. Incorrect selection of patients for 
surgical treatment accounted for 62 initial 
failures (27 per cent) in the 3,091 opera- 
tions. The fact that successful fenestra- 
tion leaves a residual conductive loss of 
approximately 25 decibels, owing to ab- 
sence of an impedence-matching lever 
mechanism, was first pointed out by Davis 
and Walsh a few years ago. If the pre- 
operative conductive loss, measured by 
the air-bone gap, is less than 35 decibels, 
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fenestration cannot be expected to result 
in more than 10 decibels of improvement, 
and the condition is not suitable for surgi- 
cal treatment. Better appreciation of the 
importance of a large preoperative air- 
bone gap, with improved methods of esti- 
mating cochlear reserve, should eliminate, 
in the future, most of the initial failures 
due to incorrect selection. 

8. Obvious technical errors during the 
operation accounted for 6 failures in 3,091 
operations (0.2 per cent). In 1 case the en- 
dolymphatic labyrinth was torn, with 
bleeding in the ampullar region, and in 5 
cases the tympanic membrane suffered a 
large permanent laceration. 


Late Failures——The great majority of 
the 3,091 patients studied have returned 
at regular intervals once a year for clean- 
ing of the cavity and testing of the hear- 
ing. Several hundreds have been followed 
for longer than ten years, but there are 
patients who have had no difficulty with 
the surgically treated ear and have not 
returned for several years, and there are 
more whose cases have not yet been follow- 
ed for as long as two years after the oper- 
ation. Thus the list of late failures is far 
from complete, and, in a sense, it will al- 
ways remain incomplete, as cochlear de- 
generation, presbyacusis and other causes 
of loss of the improvement continue to take 
their toll. At this time 183 of the 3,091 
operations (6 per cent) achieved but failed 
to maintain a hearing improvement and 
were therefore classified as late failures. 
There are three main categories of late 
failures: 

1. Osseous closure of the fenestra ac- 
counted for late failure in 81 of the 3,091 
operations (44 per cent of all late fail- 
ures). Closure was assumed to have oc- 
curred when the improved hearing receded 
to within 10 decibels of the preoperative 
level without evidence of cochlear involve- 
ment. In the first 15 operations done ac- 
cording to the original fenestration tech- 
nic, the fenestra was more than half 
closed. With the introduction in 1940 of 
continuous irrigation and the microscope, 
the percentage of closures dropped abrupt- 
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ly. Of the first 1,000 operations, 64 were 
failures due to closure, an incidence of 6 
per cent. In the last 2,000 operations, per- 
formed in the past seven years, there were 
17 failures due to closure, an incidence of 
slightly less than 1 per cent. It is necessary 
to point out that the figure of less than 1 
per cent for closures since 1946 is neces- 
sarily incomplete, since a good many pa- 
tients have not yet been followed for as 
long as two or three years, and occasional 
failures due to closure will continue to 
occur. 

2. Increased degeneration of the coch- 
lear nerve, due presumably to the under- 
lying otosclerotic disease, caused 80 late 
failures, or 44 per cent. Theoretically one 
should not expect the fenestration, which 
merely mechanically by-passes the occlud- 
ed oval window, to influence in any way the 
progress of the underlying otosclerotic 
bone disease with its resultant perceptive 
loss. Actually, however, increased nerve 


degeneration is observable a little oftener 
in the ear not operated on than in the 


surgically treated ear. This suggests that 
successful fenestration may in some unex- 
plained way afford a measure of partial 
protection against further cochlear deteri- 
oration. ~ 

3. Twenty-two, or 12 per cent, of the 
late failures were classified as “cause un- 
known.” The patients’ hearing underwent 
rather marked fluctuations after the oper- 
ation, often with increased dizziness, roar- 
ing tinnitus, and pressure in the surgically 
treated ear accompanying the periods of 
depressed hearing. We suspect that in these 
patients labyrinthine hydrops has devel- 
oped, causing the loss of hearing and other 
symptoms. In many such cases the condi- 
tion will respond to treatment for hydrops 
with a low salt diet and dilute histamine 
therapy, but until there is histologic proof 
of the actual pathologic conditions present 
they are classified in this study as of un- 
known cause. 

Any discussion of failures is incomplete 
without a listing of surgical complications. 
As has been mentioned, there have been 
no deaths. In the first 1,000 operations 
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complications occurred in 4 cases of phle- 
bitis of the femoral vein, in 1 of which the 
patient had a pulmonary embolus but re- 
covered ; in 2 cases of probable suppurative 
labyrinthitis, and in 1 case of severance of 
the facial nerve, repaired at the time of 
fenestration with a fairly good recovery of 
function. In about 2 per cent of cases a 
transitory Bells palsy type of facial pa- 
resis developed. The more recent 2,000 
consecutive operations have been notable 
for the absence of complications other than 
in the 3 per cent in which serous labyrin- 
thitis occurred, resulting in initial failure, 
and the less than 1 per cent of cases in 
which the transient Bells palsy type of 
facial paresis developed. Contrary to 
certain earlier ominous predictions, the 
fenestration operation in adequately train- 
ed and experienced hands has become one 
of the safest operations known. 


SUMMARY 


1. Osteogenic closure of the fenestra, for 
a long time the greatest obstacle to success- 


ful fenestration surgery, has been largely 
overcome by improvements in technic and 
is no longer a major problem. 

2. With increased appreciation of the 
25 decibels of unrestored conductive loss 
following fenestration, and better realiza- 
tion of the need for an adequate preopera- 
tive air-bone gap of 40 to 60 decibels, the 
considerable number of failures attribut- 
able to incorrect selection should be greatly 
decreased. 

3. Postoperative serous labyrinthitis 
with permanent depression of cochlear 
function ranks as the most frequent and 
important cause of failure in fenestration 
operations at present, despite an appreci- 
able reduction in the incidence of this com- 
plication with improvements in technic. 

4. Although one should not expect fen- 
estration to influence the cochlear nerve 
degeneration associated with otosclerosis, 
experience suggests that it may be some- 
what delayed by successful fenestration. 

5. Statistically the fenestration opera- 
tion results in a maintained significant im- 
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provement of hearing in about 85 per cent 
of patients followed for six months to 
fourteen years. The majority of these pa- 
tients, though not at all, have obtained an 
improvement of lasting value. The final 
decision as to the value of this improve- 
ment to a particular patient depends upon 
a number of factors ,including the degree 
of loss before the operation, the success 
that the patient might have had in using a 
hearing aid, and the hearing aid, and the 
hearing needs of that patient in his occu- 
pation. 

Two major problems that await solution 
are further reduction of the incidence of 
post-operative serous labyrinthitis, and a 
method for eliminating the 25 decibels of 
residual conductive loss after successful 
fenestration that still prevents the restora- 
tion of entirely normal hearing in patients 
with normal function of the cochlear nerve. 


ZUSAM MENFASSUNG 


1. Der knoecherne Verschluss des 
Fensters, lange Zeit das groesste Hin- 
dernis fuer Erfolge mit der Fensterungs- 
operation, ist durch Verbesserungen der 
Technik weitgehend ausgeschaltet worden 
und stellt kein groesseres Problem mehr 
dar. 

2. Die betraechtliche Anzahl von Ver- 
sagern, die auf eine falsche Auswahl 
zurueckzufuehren sind, koennte erheblich 
sinken, wenn die 25 Dezibels nicht wieder 
gewonnenen Leitungsverlustes nach Fen- 
steroperationen besser eingeschaetzt 
wuerden, und wenn man einsehen wuerde, 
dass eine angemessene Luft-Knochen- 
spanne von 40 bis 60 Dezibels vor der 
Operation vorhanden sein muss. 

3. Zur Zeit gilt die postoperative 
seroese Labyrinthitis mit endgueltiger 
Herabsetzung der Cochleafunktion als 
haeufigste und wichtigste Ursache von 
Misserfolgen in Fensterungsoperationen, 
obgleich mit der Verbesserung der Tech- 
nik das Auftreten dieser Komplikation 
erheblich gesunken ist. 

4. Wenn auch von einer Fensterung 
keine Beeinflussung der Degeneration des 
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N. cochlearis, die mit der Otosklerose 
einhergeht, erwartet werden kann, lehrt 
doch die Erfahrung, dass sie durch eine 
erfolgreiche Fensterung’ vielleicht etwas 
hinausgezoegert werden mag. 

5. Die Statistik zeigt, dass in etwa 
85% der Kranken, die sechs Monate bis 
14 Jahre lang verfolgt wurden, die Fen- 
sterungsoperation zu einer anhaltenden 
bedeutenden Verbesserung des Hoerver- 
moegens fuehrt. Die Mehrzahl dieser 
Kranken, wenn auch nicht alle, haben eine 
langdauernde Besserung aufzuweisen. Die 
endgueltige Beurteilung des Wertes einer 
solchen Verbesserung haengt im Einzelfall 
von einer Reihe von Faktoren ab. Dazu 
gehoeren der Grad des Hoerverlustes vor 
dem Ejingriff, die Fage, mit welchem Er- 
folg der Kranke sich eines Hoerapparates 
bedient, und die Ansprueche, die der Beruf 
des Kranken an sein Gehoer stellt. 

6. Zwei groessere Probleme sind noch 
ungeloest, naemlich weitere Herabsetzung 
des Auftretens einer postoperativen seroe- 
sen Labyrinthitis und die Schaffung einer 
Methode zur Ausschaltung des restlichen 
Leitungsverlustes von 25 Dezibels nach 
erfolgreicher Fensterung, eines Verlustes, 
der noch immer die Wiederherstellung 
voellig normaler Hoerkraft bei Kranken 
mit normaler Funktion des N. cochlearis 
verhindert. 


RIASSUNTO 


1. La chiusura osteogenica della fines- 
tra, che ha rappresentato per lungo tempo 
il maggior ostacolo alla chirurgia di fenes- 
trazione, é stata completamente risolta dai 
miglioramenti della tecnica e non rap- 
presenta pitt un problema insolubile. 

2. La labirintite sierosa postoperator- 
ia, con diminuzione permanente della 
funzione cocleare, viene classificata—al 
momento attuale—fra le cause pit fre- 
quenti ed importanti di insuccesso della 
operazione di fenestrazione, ad onta di 
una sensibile diminuzione di frequenza 
nella sua comparsa per effetto di migli- 
oramenti tecnici. 

4. La fenestrazione non dovrebbe avere 
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alcuna influenza sulla degenerazione del 
nervo cocleare associata ad otosclerosi; 
tuttavia l’esperienza dimostra che questa 
puo essere in qualche modo ritardata da 
una fenestrazione favorevole. 

5. Statisticamente l’intervento di fen- 
estrazione porta ad un sensibile e per- 
sistente miglioramento dell’udito in circa 
’85 % dei malati seguiti da 6 mesi a 4 
anni. La maggior parte di essi, se pure 
non tutti, hanno ottenuto mglioramenti 
stabili. I] giudizio definitivo sul valore di 
tali miglioramenti nei singoli casi dipende 
da numerosi fattori, tra cui il grado di 
perdita prima dell’intervento, il successo 
che il paziente pud aver avuto usando un 
aiuto per l’udito, e le necessita acustiche 
che il paziente ha nel suo lavoro. 

I due problemi maggiori che ancora at- 
tendono la soluzione sono rappresentati 
dalla necessita di ridurre ulteriormente la 
frequenza della labirintite sierosa e di 
trovare un metodo per eliminare i 25 de- 
cibels di perdita duttale residua che an- 
cora impediscono, nelle fenestrazioni 
efficaci, il ripristino di un udito perfetta- 
mente normale in pazienti con funzioni 
normali del nervo coleare. 


— RESUMEN 


1. El cierre osteogénico de la ventana, 
por largo tiempo obstaculo del exito de 
la cirugia de la ventana, ha sido con- 
trarestado grandemente por el mejora- 
miento técnico y ya no es problema. 

2. Con el aumento de percepcién de 25 
decibeles de conducci6én perdida irresti- 
tuida y major realizacién de las necesi- 
dades para una abertura aire-hueso de 
40 a 60 decibeles, debe ser disminuido 
grandemente el considerable numero de 
fracasos atribuibles a la _ seleccién in- 
correcta. 

3. La laberintitis serosa postoperatoria 
con depresién permanente de la funcién 
coclear se coloca como la causa presente 
de fracasos mas frecuente y mas impor- 
tante en operaciones de la ventana, a 
pesar de una reducci6n apreciable en la 
incidencia de esta complicacién con los 
mejoramientos técnicos. 
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4. Aunque no debe esperarse influencia 
de la fenestracién en la degeneracion del 
nervio cocclear asociada a otoesclerosis, 
la experiencia sugiere que puede ser re- 
tardada un poco por la fenestraci6n con 
éxito. 

5. Estadisticamente, la operacion de la 
ventana produce un mejoramiento man- 
tenido significativo, en un 85 por ciento 
de los pacientes seguidos de seis meses a 
catorce anos. La mayoria de estos pa- 
cientes, aunque no todos, han obtenido 
mejoria de valiosa duracién. La decisién 
final sobre el valor de esta mejoria en un 
paciente dado depende de un numero de 
factores, incluyendo el grado de perdida 
postoperatoria, el éxito de que el paciente 
pueda usar una ayuda para la audicién 
y las necesidades auditivas del paciente 
en su ocupacion. 

Dos problemas mayores que esperan 
solucién son, la reduccién posterior de 
laberintitis serosa postoperatoria y un 
método para eliminar los 25 decibeles de 
perdida conductiva residual después de 
fenestraci6n con éxito, que previene aun, 
la restituci6n de la audici6n normal com- 
pleta en pacientes con funci6n normal del 
nervio coclear. 


CONCLUSOES 


1. O processo osteogénico para fecha- 
mento de cavidades foi durante muito 
tempo o grande obstaculo da cirurgia, 
nao sendo, todavia, mais, um probléma 
pronunciado, o que se deve pelas improvi- 
sacdes de técnica adotadas. 

2. O consideravel numero de insucessos 
atribuido 4 incorreta selecéo de casos, 
podeira descrecer muito, si cuidados pre- 
operat6rios especiais descritos quanto a 
cavidade 6ssea fossem adotados. 

3. A labitintite posoperatoria séria é 
a maior causa do fracasso nas operacdées 
de fenestracao, pezar de apreciavel redu- 
cao na incidencia dessa complicacéo com 
0 uso de improvisacées técnicas. 

4. N&o se poderia tambem esperar que 
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a fenestracao influenciasse tanto na dege- 
neracao nervosa e na otoesclerose, demon- 
strando a experiencia que essa compli- 
cacao poderia sér retarada por fenestra- 
cdes successivas. 

5. As estatistica demonstram que a 
aperacéo para fenestracao resulta na mel- 
horia dignificativa da audicao em cerca 
de 85% dos casos, seguidos de seis méses 
a 14 anos. A maioria de tais doentes 
obteve uma melhoria bastante acentuada. 
A conclusaéo final é que o valor dessa 
melhoria para determinados doentes de- 
pende de numerosos fatores, incluindo o 
grau da perda antes da operacao, 0 sucesso 
qie o paciente possa obter com um apa- 
relho de escuta, e a necessidade de ouvir 
que tenha éle na sua profissao. 

Os dois maiores problémas que aguar- 
dam solucao, ainda, sao: 1) incidencia 
posoperatoria de labirintite grave; 2) um 
metodo para eliminar os 25 d. da perda 
residual do conduto, apios successivas 
fenestracdes, 0 que previne ainda a res- 
tauracao da audicao normal completa nos 
pacientes com funcao normal do nervo. 


RESUME 


1. L’occlusion osseuse aprés la fenes- 
tration, pendant longtemps un obstacle 
au succés de cette opération, est main- 
tenant pratiquement éliminée, grace aux 
progrés de la technique. 

2. L’auteur insiste sur les tests essen- 
tiels pour prévenir les échecs. 


3. Puis les complications nerveuses du 
nerf cochléaire et du labyrinthe. 


4. L’otosclérose et la dégénérescence 
du nerf cochléaire est quelquefois re- 
tardées par la fenestration. 

5. Selon les statistiques, la fenestra- 
tion améliore 85% des patients; |’améli- 
oration n’est pas toutefois toujours dé- 
finitive. Cependant, les résultats obtenus 
sont influencés par la condition de |’ouie 
avant l’opération; et l’usage d’appareils 
auditifs. 





Complications Following Vaginal Hysterectomy 
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BROOKLYN, NEW YORK ; 


OR the proper evaluation of statistics 
fF concerning a particular operation, 

one must be careful to consider the 
type of patient and the conditions under 
which the operation was performed. Ina 
recent communication we reported a series 
of 1,140 vaginal hysterectomies performed 
by my associates and myself in both pri- 
vate and service cases. The patients were 
of similar social status and mostly neg- 
lected. The surgical procedure employed 
was identical, as standardized in our clinic. 
We base our final judgment of the relative 
value of this procedure on a thorough 
follow-up of the patients treated by this 
procedure. 

In considering postoperative complica- 
tions it is customary to discuss only those 
occurring during the patient’s hospitaliza- 
tion and follow-up. For the proper evalu- 
ation of an operative procedure, a long 
postoperative follow-up is necessary. We 
have been so fortunate as to follow some 
of our patients over a twenty-five year 
period. 

For this discussion, only those complica- 
tions specifically following vaginal hyster- 
ectomy will be considered. Immediate 
surgical accidents, such as hemorrhage and 
shock, are omitted, since in our series 
these were not encountered. For conveni- 
ence, the complications we propose to dis- 
cuss are classified as immediate, early and 
late. 

Immediate Complications. —Injury to 
the bladder is a common accident associ- 
ated with vaginal hysterectomy. It can be 
avoided by starting gentle dissection, sepa- 
rating the bladder from the anterior sur- 
face of the uterus with sponge on thumb 
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after the bladder pillars have been severed 
and ligated. The bladder should be com- 
pletely emptied of urine. If the bladder is 
opened it should be properly sutured. A 
retention catheter should be inserted and 
kept in place for at least ten days, and the 
usual antibiotic therapy should be started. 

Injury to the intestines results when the 
posterior cul-de-sac is entered. The scis- 
sors should be pointed toward the uterus 
rather than the vagina. The rectum and 
small intestines may be cut. Immediate 
suture of the injured organs will prevent 
a fecal fistula. However, should such a 
lesion result, it will eventually close spon- 
taneously. 

Bleeding, at least a certain amount of 
oozing from the vaginal mucosa, always 
occurs. If bleeding is profuse, the vessel 
should be ligated. 

Injury to the ureters is also possible. 
Since the ureter is less than 1 inch (2.5 
cm.) from the cervix, there is danger of 
inclusion or cut during the division of the 
base of the broad ligament. This accident 
is not uncommon and can be prevented if 
the surgeon remains close to the uterus 
and properly ligates the uterine vessels 
as described under Technic. We have been 
fortunate thus far, but even an experi- 
enced surgeon may have this difficulty with 
his next case. If a ureteral fistula does 
occur, nephrectomy is the procedure of 
choice provided the remaining kidney is 
functioning normally. 

Early Complications.—1. Bladder: Re- 
tention, cystitis and dysuria are among 
the complications referable to the bladder. 
After removal of the retention catheter, 
this symptom complex is encountered to 
some degree in most cases. The cause is 
a combination of factors producing re- 
tention. The bladder, which is usually 
prolapsed because of a preexisting cysto- 
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cele, shows loss of tone, evidence of 
chronic inflammation and occasionally 
muscular atony from overdistention. Fur- 
ther, since the bladder is elevated and in 
a new position, it usually takes a few days 
to regain its proper tone. The angle of 
the urethra to the bladder wall is changed. 
Occasionally trauma to the urethra may 
cause inhibitory retention of urine. An 
acute exacerbation of previous chronic 
cystitis may also be an exciting factor. 
Direct trauma to the bladder musculature 
must also be considered. Any operative 
procedure that separates the bladder from 
its underlying cellular tissue may cause 
retention due to injury of the terminal 
fibers of the sacral nerves innervating the 
bladder. 

As a prophylactic measure, it is a pre- 
operative routine in our clinic to investi- 
gate the bladder carefully, even cysto- 
scopically, to ascertain the condition of the 
vesical mucosa. If inflammation exists, 
treatment is instituted locally and constitu- 
tionally. Bladder irrigations, urinary anti- 
septics and antibiotics are administered. 
Undue trauma to the bladder wall is mini- 
mized by gentle dissection of the bladder 
from the anterior wall of the uterus. In- 
filtration of 0.5 per cent procaine hydro- 
chloride solution injected into cellular 
tissues aids dissection and lessens the 
trauma. Caution is taken not to trauma- 
tize the urethra and bladder musculature. 
If the bladder is accidentally cut, the area 
is immediately and properly sutured. 

As to active treatment, antibiotics and 
urinary antiseptics are used postopera- 
tively as a routine. The indwelling cathe- 
ter is removed after twenty-four hours. 
Patients are given liquids ad libitum. 
Routine catherization every eight hours is 
employed if the patient does not void spon- 
taneously. The bladder is irrigated with 
a mild dilute antiseptic solution, and one- 
half ounce of 10 per cent argyrol is allowed 
to be retained. Prostigmine 1:4,000, given 
hypodermically every four hours for four 
doses, or 40 mg. of Urocholine given intra- 
muscularly may be helpful. Hot bed pans 
and permitting the patient to sit up early 
may accomplish the desired result. For 
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persistent retention because of prolonged 
overdistention of the bladder and atony 
of he musculature, hot sitz baths have 
been effective. 


Suppression of urine has not occurred 
in our series. It is due either to ureteral 
obstruction or to renal shock. In the 
obstructive type, both ureters may be in- 
cluded in ligatures or one ureter may be 
ligated and the opposite kidney may fail 
to function because of sympathetic shock, 
or the involved ureter may be the only one 
functioning. No urine will reach the 
bladder if the ureters are occluded or if 
primary shock is present. In cases of 
sympathetic shock the urine gradually di- 
minishes, suppression results and eventu- 
ally uremia develops. 


Incontinence of urine is usually due to 
retention or to overdistention of the blad- 
der. It may also occur after injury to the 
bladder or the ureter. If retention is the 
etiologic factor, catherization and bladder 
irrigations will give the patient relief. If 
the bladder is injured during the pro- 
cedure, it should be properly sutured. If 
it is not properly repaired, however, in- 
continence may recur a few days later and 
a vesicovaginal fistula may result. 

An injury to a ureter or a ligature on a 
ureter may cause incontinence. This may 
be corrected by ureterovesical anastomosis 
or subsequent nephrectomy. 


Fistulas, either vesicovaginal or ureter- 
ovaginal, may occur. The frequency of 
postoperative vesicovaginal fistulas follow- 
ing vaginal hysterectomy is second to that 
associated with hysterectomy by the ab- 
dominal route. The most common mode 
of development is either by direct injury 
through accidental incision of the bladder 
or by placing a suture through the bladder 
wall. In either case the incident is not 
observed during the operation. To prevent 
or reduce injuries to the bladder the an- 
terior cul-de-sac is opened, and the bladder 
is elevated high and held there by a Deaver 
retractor. This will push up all the struc- 
tures. The ureters will also be elevated 
and thus avoided when the cardinal liga- 
ments are clamped and ligated. Direct 
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vision, mobilization of the bladder and 
hemostasis are most important in the pre- 
vention of vesicovaginal fistulas. This post- 
operative complication is usually the result 
of improper and inadequate mobilization 
of the bladder. Patients with this condi- 
tion are followed very carefully and some- 
times are difficult to handle. We repaired 
1 such injury one year after vaginal hys- 
terectomy, using the Latzko vaginal route, 
with a good result. : 

Ureterovaginal fistula results from 
catching the ureter within about an inch 
(2.5 em.) from the ureterovesical orifice. 
This accident usually occurs in the pres- 
ence of hemorrhage, intraligamentuous fi- 
broids or ovarian tumors. With the attach- 
ment of the ureter to the tumor, it may be 
injured or cut. Infection of the upper part 
of the urinary tract, with chills and fever, 
is the result. There will always be a cer- 
tain degree of ureterectasis and pyelecta- 
sis when a ureteral fistula has occurred. 
Management of such a fistula is somewhat 
complicated. A proper study of the kidneys 
should be made routinely. If the kidney 
on the opposite side is sound, a nephrec- 
tomy should be performed on the side on 
which the fistula occurs. 

Sometimes both ureters are involved in 
the course of a difficult hysterectomy. Re- 
implantation of the ureters into the 
bladder then becomes imperative. Alterna- 
tively, bilateral nephrostomy or transplan- 
tation of the ureters to the bowel should 
be done, provided the bowel is capable of 
holding water. 


2. Vagina.—Discharge is a common com- 
plaint that persists for two to three weeks. 
Drainage from the operative area and 
dissolution of the catgut each play a part. 
In our cases, only a perineal spray of one 
of the antiseptics is used daily. No douches 
are given during the _ hospitalization 
period, but sitz baths are resorted to after 
the tenth day and douches after the four- 
teenth day. 


Vaginal bleeding (slight) occurred in 
approximately 5 per cent of our patients 
about the tenth postoperative day. This 
was controlled by loose packing of the 
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vagina with iodoform gauze allowed to 
remain for twenty-four hours. The inci- 
dent can be explained by dissolution of 
the sutures of the vaginal vault. 


Urinary infection accounts for most of 
the postoperative morbidity, but infection 
of the vaginal canal is sometimes respons- 
ible. Cases of the latter type were in the 
earlier group, in 10 of which the condition 
was associated with pelvic cellulitis and 
abscess formation. The patients in these 
cases were given supportive therapy; re- 
peated blood transfusions, the Fowler 
position and pelvic rest. On about the 
eighth postoperative day a profuse foul- 
smelling discharge resulted, with immedi- 
ate clinical improvement. Since the intro- 
duction of antibiotics, these conditions 
have been conspicuous by their absence. 


Thrombophlebitis. — This was not en- 
countered in our series. Postoperative in- 
fections are mostly preventable by good 
preoperative preparation and_ routine 
study. Embolism has been reported by 
some. There was 1 case of cerebral em- 
bolism occurring about the tenth post- 
operative day in a patient with a prolonged 
history of rheumatic fever with auricular 
fibrillation. The patient was a poor opera- 
tive risk. The admission diagnosis was 
degenerated submucous and intramural 
fibroids, the uterus being the size of an 
eighteen weeks’ pregnancy. The cardiolo- 
gist had advised a vaginal procedure be- 
cause the patient was too poor a risk for 
hysterectomy by the abdominal route. 


3. Late Complications (Postoperative 
Follow-up) .—1. Vagina: 

A persistent discharge from the vagina 
may be the result of several factors: 

a. Foreign body: A vaginal sponge may 
have been left in the vagina. Removal and 
a vaginal douche will be effectual. 

b. Granulation tissue along the suture 
line of the vaginal vault: This may be en- 
countered on the first few postoperative 
visits. This can be cauterized with 10 per 
cent silver nitrate solution and scar tissue 
will soon be formed. 

c. Fimbriated end of tube: A prolapsed 
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portion of the fimbriated end of the tube 
may be the etiologic factor. Simple cauteri- 
zation with silver nitrate or the nasal tip 
cautery will effect a cure. 

d. Peritoneal fistula (omentum) : A por- 
tion of the omentum adherent to the suture 
line may also be another cause. Simple 
cauterization will also effect the desired 
cure. If laparotomy is performed for the 
permanent cure of a peritoneal fistula, the 
vaginal vault is grasped and an incision 
is made in the uterosacral fold of the peri- 
toneum. The vaginal walls are separated, 
bleeding areas controlled, prolapsed struc- 
tures dissected away and the peritoneum 
closed tightly. We have not had to resort 
to laparotomy for this complication. 

Foreign body (sponge): A sponge acci- 
dently left in the cul-de-sac may cause a 
persistent discharge. This will eventually 
find its way out. One of my associates 
encountered this complication, and the dis- 
charge cleared up as soon as the sponge 
was removed with a sponge stick. These 
accidents are not troublesome as a rule, 
but they can be most disturbing if the 
patient comes under the supervision of 
another physician who may carelessly 
make known to her the fact that a sponge 
had been left. 

Atresia of the vagina about the upper 
and middle third of the vaginal canal may 
occur in the aged patient. This complica- 
tion as a rule is present in those cases in 
which the nutrition of the vaginal mucosa 
is poor and the patient does not return for 
postoperative checkup. We have overcome 
this complication in the very rare case 
with estrogen, vitamin therapy and proper 
follow-up examination. When adhesions 
are fresh, they can easily be broken in the 
course of vaginal examination. We have 
not encountered a true case with firm scar 
tissue in the upper vaginal vault. Some 
surgeons have reported contracture of the 
entire vaginal vault with subsequent urin- 
ary symptoms. 

Shortening of the vaginal canal was ob- 
served in 6 cases in our series. The patients 
were in an age group in which the recto- 
vaginal septum had been completely de- 
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stroyed by a large sacropubic hernia and a 
preexisting large enterocele with proci- 
dentia. Since in prolapse of the uterus the 
extent of damage to the pelvic structures is 
a variable factor and obviously not identi- 
cal in all cases, experience is the most im- 
portant factor in determining the amount 
of vaginal mucosa to be excised in the re- 
pair. It is important to remember that, al- 
though the anatomic reconstruction may 
be perfect, the subsequent result can only 
be determined by the well-being of the pa- 
tient. If the technic employed results in 
a shortened vagina, it is most important 
to rectify the error, which in most cases 
is caused by removal of too much vaginal 
mucosa in the final steps of the operation. 
This complication has caused many sur- 
geons not to favor vaginal hysterectomy 
for prolapse in women past the childbear- 
ing age. 

Enterocele is a hernia through the va- 
ginal vault. It is a late complication that 
occurred in about 4 per cent of the cases. 
Most of the enteroceles occurred in pa- 
tients in the fifth or sixth decade of life, 
and usually in those with procidentia. In 
the earlier group of cases the incidence 
was higher than in the recent ones. In 
my own series, I blame myself for hasty 
repair of the posterior vaginal vault. The 
recurrence of hernia in the vaginal vault 
after vaginal hysterectomy is primarily 
the fault of the individual surgeon and not 
due to flaws in the technical principles of 
the operation. It is important to remember 
that, as in repair of hernia in other parts 
of the body, the sac should be opened and 
completely obliterated to effect a good re- 
sult. It is therefore advisable that care 
be taken by the surgeon to correct herni- 
ation properly, even though it is the last 
step of the operation. The treatment of 
enterocele should be immediate surgical 
correction to prevent strangulation and 
complete prolapse of the anterior wall. 
The surgical treatment for enterocele is 
the usual technical procedure for rectocele 
except that the sac is exposed, dissected 
from the surrounding structures, opened, 
and firmly obliterated. The redundant 
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portion of the sac is excised. The utero- 
sacral remnants, if present, should be 
approximated with interrupted chromic 
catgut, and the remainder of the surgical 
procedure is the same as for repair of the 
pelvic floor. 

Eventration has occurred in 1 case from 
another clinic during this period, but none 
in the present series. This case was han- 
dled conservatively. The intestines were 
pushed back, with the patient under an- 
esthesia, and the vagina packed with sterile 
petrolatum gauze. The patient was cured. 
Examination of the vaginal vault eight 
weeks later revealed that scar tissue had 
sealed the communication into the perito- 
neal cavity. One year later the vaginal 
vault presented firm scar tissue high in 
the vault of the vaginal canal, showing an 
excellent result. The cause of eventration 
in this case must have been a peritoneal 
sinus which had been overlooked. 

Vaginal Prolapse has been encountered 
in 2 cases from other clinics. The pa- 
tients were operated upon, with good re- 
sults. The chief etiologic factor was the 
same as for recurrent enterocele, except 
that the anterior wall gave way and the 
condition had become more advanced. The 
treatment is vaginal plastic surgical re- 
pair. 

Abdomen.—Ovarian cyst has occurred 
in 6 cases in which vaginal hysterectomy 
had been performed for fibroids of the 
uterus, and the ovaries had not been re- 
moved, since they appeared grossly normal 
at the time of the surgical procedure. The 
interval between operation and the occur- 
rence of the cysts ranged from two to 
seven years. In all these cases the patho- 
logic diagnosis was simple follicular serous 
cyst averaging 10 to 20 cm. in diameter. 
The reason for subsequent surgical inter- 
vention was abdominal pain. Further in- 
vestigation revealed that these patients 
had received estrogenic therapy postopera- 
tively from their local physicians. 


SUMMARY AND CONCLUSIONS 


1. The postoperative complications fol- 
lowing vaginal hysterectomy are reviewed. 
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2. The prevention and management of 
such complications are discussed. 


3. Most of these complications following 
vaginal hysterectomy have occurred in the 
“aged prolapse group.” We have learned 
that, while the support of the pelvic struc- 
tures may be satisfactorily reconstructed 
from an anatomic standpoint, there is no 
positive guarantee that the organs will 
return to their physiologic state. In 
appraising results one must consider not 
only the permanence of the reconstruction 
but the subsequent well-being of the pa- 
tient. To obviate failures in cases of pro- 
lapse, one must keep in mind the impor- 
tance of medical consultation so that the 
patient may be properly cared for before 
the operation. Realization of this fact will 
be most valuable in minimizing failures. 


4, Vaginal hysterectomy, like any other 
major surgical procedure, is subject to 
certain risks that can be minimized by 
simplification of the operative technics, a 
thorough knowledge of pelvic anatomy, 
proper preoperative study and evaluation 
of the pathologic conditions present, a 
clear understanding of each step of the 
operative procedure, respect for the tis- 
sues, and constant vigilance to prevent 
complications. 

5. Proper evaluation of an operative 
procedure can be made only after studying 
the end results over a long follow-up 
period. 


ZUSAM MENFASSUNG 


Es wird eine Serie von 1140 in den 
Jahren 1941 bis 1950 ausgefuehrten vagi- 
nalen Uterusresektionen berichtet. In 
dem erwaehnten Zeitraum hat die vagi- 
nale Entfernung der Gebaermutter en- 
tschieden an Haeufigkeit zugenommen. 

Es werden die Indikationen zur vagi- 
nalen Uterusresektion dargestellt und die 
in der vorliegenden Serie beobachteten 
Symptome angefuehrt. Die praeopera- 
tiven Vorbereitungen, die angewandte 
Narkose, die Nachbehandlung und die 
Technik der vaginalen Uterusresektion 
werden beschrieben. 
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Der Wert vaginaler und abdominaler 
Uterusresektionen sowie konservativer 
vaginaler Operationen in der Behandlung 
des Gebaermuttervorfalls wird eroertert, 
und unmittelbare und spaete Komplika- 
tionen nach den Operationen werden be- 
sprochen. 


SUMARIO 


Uma serie de 1.140 histerectomias exe- 
cutadas entre 1941 e 1950 é relatada. 
Durante este periodo a incidencia de re- 
mocao vaginal do utero foi definitivamente 
maior. As indicacdes para histerectomia 
vaginal sao apresentadas, com a discrimi- 
nacgao dos sintomas presentes nesta serie. 
O preparo cirurgico, a anestesia e os cui- 
dados posoperatorios sao descritos, como 
tambem a tecnica da histerectomia va- 
ginal. 

As histerectomias vaginal e abdominal 
e€ as operacdes vaginais conservad6oras 
para prolapso uterino sao avaliadas. As 
complicagées posoperatorias, imediatas e 
tardias, séo discutidas. 


RIASSUNTO 


E’ uno studio di 1140 isterectomie 
eseguite per via vaginale fra il 1941 e il 
1950, periodo durante cui il numero di 
isterectomie vaginali si é notevolmente 
accresciuto. Nel lavoro vengono riferite 
le indicazioni della isterectomia vaginale, 
la sintomatologia presentata dalle pazi- 
enti, la preparazione pre-operatoria, i tipi 
di anestesia usati, le cure post-operatorie 
e la tecnica dell’intervento. 

Viene fatto uno studio comparativo 
fra Jlisterectomia per via addominale, 
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l’isterectomia per via vaginale e le oper- 
azioni conservative per via vaginale del 
prolasso uterino. Vengono discusse le 
complicazioni post-operatorie immediate e 
tardive. 


RESUMEN 


Sencomunica una serie de 1,140 his- 
terectomias vaginales efectuadas entre 
1941 y 1950. Durante este periodo 
aumento definidamente la incidencia de la 
histerectomia vaginal. Se presentan las 
indicaciones para la misma, con la sinto- 
matologia observada en la citada serie. 
Se describen los cuidados pre y postoper- 
atorios y la anestesia, asi como la técnica 
operatoria. Se valoran la histerectomia 
vaginal y la abdominal y las operaciones 
conservadoras vaginales en relacién con 
el prolapso uterino, discutiéndose las com- 
plicaciones postoperatorias immediatas y 
tardias. 


RESUME 


L’auteur rapporte une série de 1140 cas 
d’hystérectomies vaginales opérées entre 


1941 et 1950. Durant cette période de 
temps, l’ablation de l’utérus a augmentté 
en fréquence. L’auteur donne les indica- 
tions opératoires de l’hystérectomie vagi- 
nale en tenant compte de la symptoma- 
tologie. On discute de la préparation pré- 
opératoire, du choix de l’anesthésie, des 
soins post-opératoires et de la technique 
employée. On apprécie 4 leur valeur re- 
spective l’hystérectomie vaginale, abdomi- 
nale, de méme que le procédé pour le 
prolapsus utérin. On discute des compli- 
cations post-opératoires immédiates et 
tardives. 


Schedule of 1953 Meetings of the Executive Council 
United States Section of the International College of Surgeons 
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May 23, 1953 


August 22, 1953 
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[X° Congresso | 
Colégio Internacional de Cirurgioes 


Aviso Aos Membros do Colegio 


A Comissao organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo, 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
inconveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizacéo, para a de fevereiro ou marco de 1954, conforme solicitacéo de varios ele- 
mentos do grupo norte-americano. 

O IX Congresso do C.I.C. esté sendo planejado para ser uma das mais briliantes 
comemoracées culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair a capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcao de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou marco, 1954, a situagao para 
hospedagem em Sao Paulo para um grande grupo de Congres= 
sistas, é identica 4 atual, isto é, dificil e deficiente, 
sendo necessario espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que naéo possuem 
condicées minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornarao o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Sao Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalacao de uma Feira Inter- 
nacional de A mostras, no Parque Ibirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 
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grande s salées de conferencias serao feitos, para permitir lugares 
adequados a reunides de grandes Assembléas. 

Finalmente, a ComissAo organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
leiras, entrou en entendimentos com sociedades de colecionadores de 
orquideas, como o Circulo Paulista de Orquidofilos, para que eles desde 
ja preparem suas plantas para florirem justamente em Abril, 1954. 

A Comissao organizadora do IX Congresso, lastimando nao poder atender ao pedido 
do simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em Sao Paulo, cordialmente, em abril de 1954, dese- 
jando desde ja que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 

1) Experiencias com a Socializacéo da Medicina nos diversos paises. 

2) Novas aquisicées da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratério e) Aparelho Urinario f) Tubo digestivo g) Ortopedia h) Ginecologia. 

3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os relatores para os temas oficiais, e eleitos os 
convidados de honra, novos avisos serao feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Sao Paulo, em 
abril de 1954, queiram com antecedencia escrever para o. 


Prof. Dr. Carlos Gama. 
Praga Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 

José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros do 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 

José Médicis Capitulo Brasileiro 











1953 MEETINGS OF THE INTERNATIONAL COLLEGE OF 
SURGEONS 


REGIONAL DIVISION MEETINGS, UNITED STATES SECTION 


PENNSYLVANIA AND SURROUNDING StaTEs, Bellevue-Stratford Hotel, Philadelphia, Feb. 
13-14. Dr. Moses Behrend, 225 South 17th Street, Philadelphia, Chairman. 


Missour! Division, Statler Hotel, St. Louis, Missouri, March 31 to April 2. Dr. Roland 
M. Klemme, 4952 Maryland Avenue, St. Louis, Missouri, Chairman. 


TENNESEE Division, HERBERT ACUFF MEMORIAL MEETING, Knoxville, Tennessee, 
April 24-25. Dr. Park Niceley, Acuff Clinic, 514 West Church Street, Knoxville, 
Tennessee. 


ILtinois Division, Congress Hotel, Chicago, May 5-6. Dr. Karl A. Meyer, 30 N. 
Michigan Avenue, Chicago 2, Illinois, Chairman. 


EIGHTEENTH NATIONAL ASSEMBLY, UNITED STATES SECTION, Waldorf-Astoria Hotel, 
New York City, September 14-18. Dr. Horace E. Ayers, 75 Central Park West, 
New York 23, Chairman. 


INTERNATIONAL MEETINGS* 


FRENCH AND DutcH Sections, Palais de |’Institut Colonial, Amsterdam, The Nether- 
lands, April 8-10. Professor Raymond Darget, 17 rue Casteja, Bordeaux, France, 
Chairman. 


ITALIAN SECTION, University of Rome, Italy, June 5, 6 and 7. Professor Raffaele 
Paolucci, Via a Guattani 8, Rome, Italy, Chairman. 


Seconp ASSEMBLY BRAZILIAN SECTION AND First PAN AMERICAN ConcREss, Curitiba, 
Parana, Brazil, October 5-9. Professor Rudolpho Freitas and Dr. Waldyr Silva 
Prado, Rua Cesareo Motta 112, Sao Paulo, Brazil, Chairmen. 


EIGHTEENTH ANNUAL CONGRESS 


United States and Canadian Sections 


NEW YORK, WALDORF ASTORIA HOTEL, September 14-18. Dr. Horace Ayers, 
General Chairman. For full information address: 
Secretariat of the International College of Surgeons 
1516 Lake Shore Drive 
Chicago, Illinois 


*For detailed information write: Dr. Max Thorek, General Secretary, 1516 Lake 
Shore Drive, Chicago 10, Illinois. 

















Editonal 


Asphyxial Accidents in Surgery 


PALUEL J. FLAGG, M.D., F.A.CS., F.1.C.S. 


NEW YORK 


N September it was my pleasure to fly 
to the Hawaiian Islands. The flight over 
this continent was at high altitude. 

Large cities with their outlying suburbs 
were often visible at a glance. As we flew 
over Kansas and Nebraska, the neat out- 
lines of farms and towns were spread out 
like the squares on a checkerboard. Here 
and there the landscape was darkened by 
the shadows of clouds far below us. The 
relation of cloud and shadow could be iden- 
tified only by shape, since we passed the 
cloud long before we flew over its shadow. 
Again a sea of silver lay between us and 
the darkened countryside below. 

Such a landscape bears comparison with 
the field of general surgery. One must be 
at a distance from it to view it so, just 
as one must take a long-range view of 
asphyxial accidents as they occur on the 
operating table. One may see the isolated 
cloud-shadows as the urgent anoxic anoxia 
of respiratory obstruction, the widely 
darkened landscape as the stagnant, anem- 
ic and histotoxic anoxia of circulatory 
failure, hemorrhage or excessive sedation. 
Modern high altitude flight often by-passes 
storms. Occasionally these cannot be 
avoided and we plunge into an area of 
turbulence, the asphyxial accident. 

It can be safely said that the field of 
surgery is seldom completely free from the 
shadow of anoxia. In order to become 
asphyxia-conscious, to be sensitive to the 
potential hazard of environment or to sud- 
den, unexpected physiopathologic change, 


Read at a meeting of the New York State Section, Inter- 
national College of Surgeons, New York, November 1952. 
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one must be willing to devote the necessary 
time and effort to becoming familiar with 
the problem of clinical hypoxia and the 
accepted methods of relief. 

Obstructive anoxia, once the chief as- 
phyxial hazard in surgical practice, the 
result of aspiration of vomitus, blood or 
foreign bodies, perforating wounds of the 
chest, hypoxic gas mixtures, cardiac tam- 
ponage from obstruction, etc., has now 
taken second place. The drift of anesthesia 
from pneumatologic methods, the use of 
gases, to pharmacologic methods, the use 
of drugs, now poses critical postoperative 
anoxic hazards of a stagnant, anemic and 
histotoxic character. 

When the surgeon calls for complete 
muscular relaxation and control of the deep 
reflexes through the use of drugs admin- 
istered by mouth, by rectum or intraven- 
ously, he makes a demand that violates 
the therapeutic index of the drugs em- 
ployed, e. g., the margin of safety between 
the effective and the lethal dose. It is also 
to be borne in mind that an apneic patient 
whose respiratory tract has become part 
of a closed system gas machine is potenti- 
ally hypoxic by reason of actual or impend- 
ing atalectasis or pulmonary collapse. Re- 
sidual pentothal sodium absorbed by the 
tissues during the induction of prolonged 
intravenous anesthesia is discharged into 
the circulation during the postoperative 
period. As a result, it is not unusual to 
observe an instance of secondary, entirely 
unsupervised postoperative anesthesia ac- 
companied by hypoxia. 

A consciousness of these hazards and 
a first-hand knowledge of the treatment 
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indicated will save life. The surgeon whose 
practice brings him into contact with auto- 
mobile accidents, industrial hazards or the 
delivery room faces accidents different in 
their etiologic background but subject to 
a common method of treatment. 


Fortunately, the stages of asphyxia 
present a physiopathologic picture with 
self-contained indications for treatment. 
Simple and direct methods of meeting the 
stages of depression, spasticity and flac- 
cidity, with special reference to by-passing 
the death zone of the respiratory tract, 
have been thought out. The necessary 
technic may be readily acquired through 
clinical material provided by dogs, ca- 
davers and anesthetized patients. Practice 
in one’s own hospital environment develops 
dexterity. Such academic and clinical ma- 
terial is now available through intensive 
week-end courses carried out during the 
last five and a half years. To date, more 
than 600 physicians and oral surgeons 
have attended 75 sessions, with satisfying 
results. Regular courses have been held 
on the first Friday and Saturday of each 
month in New York City, the course being 
completed in two half-day sessions, out- 
of-town courses have also taken place over 
the country. 

On the flight referred to, it was my 
pleasure to present this course at the Uni- 
versity of Colorado Medical School, at the 
University of California, and at Queens 
Hospital in Honolulu. Out-of-town courses 
have also been given at Harvard, North- 
western, Ohio State, Georgetown and the 
University of Maryland. 


At the University of Colorado Medical 
School it became necessary once again to 
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view the problem at long range in order 
to evaluate the actual need for instruction. 
On this occasion, before the course was 
presented, I had an opportunity to visit 
one of the most complete departments of 
experimental hypoxia and one of the best 
equipped and organized polio services I 
have seen. The question immediately arose, 
“What could we offer to supplement this 
complete and highly progressive activity ?” 
The contribution to be made promptly be- 
came apparent in the following considera- 
tion: Assuming that the seventy medical 
schools in the country each possessed a 
well-organized department of experiment- 
al hypoxia for the study of circulatory, 
respiratory cerebral and tissue anoxia, 
and that there was associated with these 
medical schools a group of, let us say, 100 
physicians familiar with respiratory, cir- 
culatory, cerebral and tissue anoxia, the 
total personnel represented would be 7,000 
or less than 5 per cent of the total medical 
profession now responsible for the preven- 
tion and treatment of asphyxial accidents. 
Our efforts, therefore, should be directed 
toward the 95 per cent of the medical pro- 
fession in need of information, and to a 
higher percentage of the dental profession 
now exposed to_asphyxial hazards in the 
popularized use of intravenous barbitu- 
rates in office practice. Though the under- 
graduate student will undoubtedly be 
informed through the university depart- 
ments of experimental hypoxia, the post- 
graduate student will, for the next gener- 
ation, be in urgent need of this specialized 
type of instruction. It is to be hoped that 
all medical schools will become interested 
in arranging for postgraduate courses in 
clinical hypoxia. 


Foreign Interns and Residents Available 


Approved hospitals in the United States and Canada having openings for 
interns and residents are requested to communicate with the Secretariat of the 
International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 
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Section News 


International College of Surgeons 


United States and Canadian Sections 
Karl A. Meyer, M.D., F.A.C.S., F.1.C.S. ,Secretary 





Prevention of Asphyxial Death: An 
energetic program of professional educa- 
tion is currently being conducted by the 
Society for the Prevention of Asphyxial 
Death, Inc., of which Dr. Paluel J. Flagg 
is President and Dr. Chevalier Jackson, 
F.1.C.S., is Chairman of the Advisory 
Board. The headquarters of the Society 
are in New York. During the last five and 
one-half years it has presented seventy- 
four intensive courses in clinical hypoxia 
in ten large medical centers with the co- 
operation of the medical schools and socie- 
ties in the respective areas. The problem 
remains acute. The Society estimates that 
50,000 asphyxial accidents occur annually 
in the United States and is redoubling its 
efforts to educate physicians regarding 
their prevention and treatment. Specialists 
in thoracic surgery and anesthesiology are 
particularly being urged to cooperate, and 
public health officers and deans and faculty 
members of medical schools are being 
asked to incorporate.this subject in teach- 
ing their associates and students. 

A guest editorial by Dr. Flagg on the 
theme of this important field of service is 
offered to readers of the Journal on Page 
119 of this issue. 

Activities of the Regional of Alta Ara- 
raquarense: There was held in Sao José do 
Rio Preto a course in Biliary Pathology 
under the direction of Dr. Plinio Bove, 
Fellow of the Brazilian Section, under the 
auspices of the Regional of Alta Arara- 
quarense, November 19 to 22. 


Brazilian Section Announces Meeting in 
Curitiba: Professor Dr. Rodolpho Freitas, 
President of the Brazilian Section of the 
International College of Surgeons, an- 
nounces that the Second Congress of the 
Brazilian Section and the First Pan Amer- 
ican Congress of the International College 
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of Surgeons will be held in Curitiba from 
October 5 to 9, 1953, under the auspices of 
the Government of the State of Parafia, 
during the festivities of the Centennial 
of that State. The three official themes 
will be “Surgery of the Biliary Tract,” 
“Death from Anesthesia” and ‘“Thoracoto- 
my—lIndications and Contraindications.” 
Participating in the Congress will be the 
following countries: Argentina, Bolivia, 
Canada, Colombia, Costa Rice, Haiti, Hon- 
duras, Mexico, Nicaragua, Peru, Venezuela, 
Paraguay, Chile, Uruguay, Brazil and the 
United States. Inquiries should be addres- 
sed to the headquarters of the Brazilian 
Section in Sau Paulo, a Rua Cesareo Motta, 
112—Predio Conde Lara. 


Brazilian Section Meets to Plan Con- 
gress: The Organization Committee for 
the 9th International Congress of the In- 
ternational College of Surgeons met at the 
Congress Secretariat in Sao Paulo, Brazil, 
on December 15, 1952. The participants 
were: Prof. Carlos Gama in the Chair; Dr. 
A. C. Vincente de Azevedo; Prof. Rodolfo 
de Freitas; Dr. Jose M. Cabello Campos; 
Dr. Eurico Branco Ribeiro; and Mr. Eugeio 
de Almeida Salles. 


PROCEEDINGS 


1. The Organization Committee ap- 
proved the expenditures for 1952. 

2. Rearrangement of personnel. 

3. Apportioning of budget for 9th In- 
ternational Assembly of the International 
College of Surgeons to be held in Sao 
Paulo in 1954. 

4. Dr. Eurico Branco Ribeiro announced 
his plans for the Entertainment Commit- 
tee for the 1954 Congress. The matter 
was discussed further by Prof. Rodolfo de 
Freitas. 
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5. Prof. Gama announced that Dr. Fer- 
nando Luz Filho has been appointed Sum- 
mary Editor for the Journal of the Inter- 
national College. of Surgeons for the 
Portuguese language. Dr. Luz further re- 
ported his communications with the 
Governor of Bahia and the progressive 
work done in this connection. 

6. The Committee has designed means 
for the reception and entertainment of 
members attending the Congresses in 1953 
and 1954. 

7. Prof. Gama reported on the activities 
of Dr. Avelino Chaves during his visit in 
Buenos Aires; also the visit of Dr. Cabello 
Campos to Mexico and the United States 
in the interests of the Assemblies. 

8. Prof. Gama reported on the names 
suggested for various speakers from every 
part of the world. The matter was dis- 
cussed by Dr. Eurico Branco and others. 

9. Prof. Gama spoke about final arrange- 
ments with travel agencies and other mat- 
ters pertaining to the successful culmina- 
tion of the Assembly. 


Brazilian Section Assembly Proceedings 
Published by Government Agency: The 
“Legiao Brasileira re Assistencia,” which 
is an institution of the Brazilian Govern- 
ment in charge of public welfare, published 
a special issue under Number 1, Volume 
XI, January-February 1952, for the “An- 
nals of the I National Assembly of the 
Brazilian Chapter of the International Col- 
lege of Surgeons.” It is a large volume con- 
taining all the important theses presented 
with graphs, illustrations and final conclu- 


sions. 


The subject discussed was the minimum 
standard for the installation and organi- 
zation of hospitals in Brazil. Dr. Odair 
Pedroso, an outstanding professor from 
the University of Sao Paulo, was the Chair- 
man. He conducted the discussion, in which 
the following representatives of every 
region in Brazil participated: 

Dr. Fernando Luz Filho—Bahia 

Dr. Sylvio Miraglia—Belo Horizonte 
(M.G. 

Dr. José Giordano—Campinas—S.P. 

Dr. Joao Ribeiro Villaca—Juiz de Fora 
(M.G.) 

Dr. Arminio de Lallor Motta—Per- 
nambuco 

Dr. Joaquim Aurelio Cardozo—Ribe- 
irao Preto—S.P. 
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. Emilio Navajas Filho—Santos 
. E. Cannabrava—Araguary—Bra- 
zil Central 
. Francisco Sizenando Junior—Alta 
Araraquarense 
. Miguel Lopez Esnaurrizar — by 
special invitation from Mexico 
. Gabriel Botelho and Dr. José G. 
Borba from the “Servico de Tu- 
berculose of Sao Paulo” 
. José Ramos de Queiroz—Bahia 
. Lourdes de Freitas Carvalho— 
The Faculty of Medicine of Sao 
Paulo 
. Jorge Ferreira Machado—Petrop- 
olis—R.J. 
Dr. Eurico Branco Ribeiro—Sao Paulo 
Dr. W. Rolim Morais and Dr. Roberto 
Taliberti—Sao Paulo 
Dr. Mario Ottobrini Costa—Sao Paulo 
Dr. Aureliano Brandao—Sao Paulo 


All the activities of the Assembly were 
supervised by Dr. Carlos Gama, who was 
then President of the Brazilian Chapter of 
the International College of Surgeons. He 
was assisted by the directors of the Section 
of which Dr. Avelino Chaves was Presi- 
dent. The important conclusions arrived 
at during the Assembly were summarized 
at the end of the publication. 


Postgraduate Course Sponsored by Bra- 
zilian Section of International College of 
Surgeons: A postgraduate course on bili- 
ary pathology was given by Dr. Plinio 
Bove, F.I.C.S., at Sdo José do Rio Preto, 
November 19 to 22, 1952, under the spon- 
sorship of the Brazilian Section of the In- 
ternational College of Surgeons and the 
auspices of the Regional of Alta Araraqua- 
rense. Dr. Bove is the Chief of the Depart- 
ment of Biliary and Pancreatic Surgery of 
the University Service of Prof. Benedicto 
Montenegro, at the third surgical clinic 
of the Medical School of the University of 
Sao Paulo. Dr. Bove has specialized in this 
work and has garnered experience on the 
up-to-date procedures in biliary surgery 
in many countries. Dr. Synesio de Mello 
Oliveira is President of the Regional of 
Alta Araraquarense under whose auspices 
the course was held. 


The following subjects were included in 
the course: (1) Surgical Anatomy of the 
Biliary Passages; (2) Physiology of the 
Biliary Passages; (3) Diagnosis, both 
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Clinical and Laboratory, of the Biliary 
Diseases; (4) Functional Disturbances of 
the Biliary Passages; (5) Inflammatory 
Processes of the Biliary Passages; (6) 
Surgical Operations and Postoperative 
Care; (7) Physiology of the Pancreas; (8) 
Acute Pancreatitis; (9) Pseudocysts and 
Pancreatic Fistulas. 

The course was exhaustive and thor- 
ough. The chairman was Dr. Waldyr da 
Silva Prade, Fellow and Secretary General 
of the Brazilian Section of the Inter- 
national College of Surgeons. Participants 
in addition to Dr. Bove were Doctors Sy- 
nesio de Mello Oliveira, President of the 
Regional of Alta Araraquarense; Mario 
Furquim, President of the Medical Society 
of Rio Preto; Jose Medes Pereira, Super- 
intendent of the Santa Casa Hospital of 
Rio Prete; Oscar Barros Serra Doria, Past 
Regent of the Regional of Alta Araraqua- 
rense; Ernani Pires Domingues, Treasur- 
er, and Sizendando Junior, member of the 
Regional; and Mr. Philadelfio Gouvea, 
Mayor of the City. 

At the closing session certificates of at- 
tendance were distributed to Doctors José 
Arroyio Martins, Aniloel Nazareth, Alber- 
to Senra, Deocleciano Funes, Edgard Beol- 
chi, Francisco Sizenando Junior, Helio 
Cherubim, Luiz Bonfa, Oscar Barros Serra 
Doria, Paulo Carneiro Costa, W. Queiroz 
Pereira, Edmundo Silva Araujo, Gilbe do 
L. Silva, Aniloel Junior, Gumercindo San- 
chez, De Cunto, Crescencio Centola, C. 
Bequeli, Raymundo Castello Branco, Mil- 
ton P. S. Diaz, Luiz Antonio Oliveira Coim- 
bra, Jamil Kenan, Jose C. Correa and Jao 
Fava Netto. 


Member of Brazilian Section Honored: 
Professor Dr. Carlos Gama was recently 
made an honorary member of the Acad- 
emia Brasileira de Medicina Militar. In his 
acceptance speech, Professor Gama men- 
tioned that he attributed the honor to the 
fact that he had in his professional life 
given particular service to three institu- 
tions: the Faculty of Medicine of Sao 
Paulo University: the Santa Casa de Mis- 
ericorda de Sao Paulo; and the Interna- 
tional College of Surgeons of which he is 
First International Vice President and Sec- 
retary General for South America, and one 
of the founders and the first President of 
the Brazilian Section. Professor Gama 
stated further that he believed his selec- 
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tion for honorary membership was a ges- 
ture of homage to the College which has 
selected Sao Paulo as the place for its 
Ninth International Congress to be held 
in 1954. 


Colegio Internacional de Cirurgioes Sec- 
cao Brasileira: A “Seccao Brasileira” esta 
aprovidenciando o seu préximo Congresso 
Médico, que sera—‘“II° Congresso Da Sec- 
cao Bra Sileiro e I° Pan Americano do 
Colégio Internacional de Cirurgides,” a 
realizar-se em Curitiba, de 5 a 9 de Outu- 
bro de 1953, sob os auspicios do Governo 
do Estado do Parana, e durante os festejos 
do 1° Centenario desse Estado. 

Conforme propostas aprovadas em As- 
semblébia Geral do 1°Congresso da Seccao 
Brasileira, em 29 de Setembro de 1951, 
foram escolhidos para Temas Oficiais os 
seguintes: 

1. Cirurgia das Vias Biliares 

2. Morte por Anestesia 

3. Toracotomia—Indicagées e Contra- 
Indicacées 

Além dos Temas Oficiais, serao admini- 
dos Temas Livres de assuntos pessoais— 
Experiencia pessoal sobre determinados 
processos. 

Participarao desse Congresso todas as 
Seccdes americanas do Colégio Internacio- 
nal de*Cirurgides assim como: Estados 
Unidos, Argentina, Bolivia, Canada, Co- 
lombia, Costa Rica, Haiti, Honduras, 
México, Nicaragua, Pert, Venezuela, Para- 
guai, Chile, Uruguai e Brasil. 

Para melhor facilidade da organizacao 
do Congresso e dos festejos que se reali- 
zarao nessa ocasiao, em Curitiba, a Seccao 
Brasileira péde que as informacées e su- 
gestdes, sejam enviadas dirétamente para 
a sua séde, em Sao Paulo, 4 Rua Cesareo 
Motta, 112—Prédio Conde Lara. 


Bolsa de Estudos—Especializacao em 
Radiologia: O American Hospital de Chi- 
cago oferece duas Bolsas de Estudos Para 
Radiologia, que o Colegio Internacional de 
Cirurgides, por intermedio do Secretario 
Geral Permanente—Prof. Dr. Max Thorek, 
destinou aos Membros da Seccao Brasile- 
ira. 

As Bolsas consistirao em completo tre- 
inamento post-graduate em Radiologia, 
hospedagem completa e um pequeno auxi- 
lio monetario. Ao final serao conferidos 
diplomas de aproveitamento (2 anos). 
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Bolsas de Estudos—Especializacao em 
Cirurgia, Obstetricia-Ginecologia, Patholo- 
gia, Roentgenologia e Anestesia: O Mercy 
Hospital de Canton, Ohio—oferece aos 
Membros da Seccéo Brasileira do Colégio 
Internacional De Cirurgidées, por interméd- 
io do Dr. J. J. Brumbaugh, duas Bolsas de 
Estudos Para Especializacées em Cirurgia, 
Obstetricia-Ginecologia, Patologia, Roent- 
genologia e Anestesia. 

As Bolsas consistirao tambem, em com- 
pleto treinamento post-graduate, hospeda- 
gem completa, com a duracaéo de 1 ano. 

Essas Bolsas serao conferidas aos candi- 
datos que preencherem as seguintes condi- 
cdes: 

1. Ser formado em medicina por Escola 
reconhecida do Paiz. 

2. Saber lér, escrever, entender e falar 
bem inglez. 

3. Serao preferidos os candidatos que 
tiverem experiéncia. 

A Diretoria da Secca Brasileira deter- 
minou que as inscricées, deverao ser feitas 
diretamente na séde de sua secretaria, a 
Rua Cesareo Motta, 112—Predio Conde de 
Lara, e no caso de desejar concorrer as 
Bolsas, queira nos comunicar com toda a 
urgéncia, para as devidas instrucées. 

Prevalecendo-nos da oportunidade apre- 
sentamos os protestos de estima e conside- 
racao. 

Prof. Dr. Rodolpho Freitas (F.I.C.S.) 
—Presidente em exercicio 
Dr. Lauro Barros Abreu (F.I.C.S.) 
—Secretario Suplente 


Seccao Brasileira — Encerramento do 
Curso de Cirurgia das Vias Biliares: O 
Dr. Plinio Bové, encarregado do presente 
Curso, é Chefe do Departamento de Cirur- 
gia Biliar e Pancreatica, do Servico Uni- 
versitario do Prof. Dr. Benedito Monte- 
negro, na 3a. Clinica Cirtrgica da Facul- 
dade de Medicina da Universidade de Sao 
Paulo. 

Com uma especializacéo intensiva, de 
cérca de 6 anos e com grande experiéncia 
sobre cirurgia biliar, visitou recentemen 
te, os mais importantes centros norte- 
americanos e mexicanos dessa especialida- 
de, onde teve oportunidade de se por ao 
par dos mais modernos aperfeicoamentos 
desse sector da patologia cirtrgica. 

Com o proposito de difundir, em nosso 
meio, esses conhecimentos, vem o Dr. 
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Plinio Bove, desde seu regresso, dan do 
cursos e proferindo palestras, em diversas 
Associagées mé dicas de Sao Paulo. 

O convite do Colégio Internacional de 
Cirurgioes, Seccao Brasileira, para profes- 
sar um Curso sobre temas bilia res em 
Sao José do Rio Preto, foi de encontro 
aos desejos do Dr. Plinio Bove, que se 
propoe a transmitir sua experiéncia sdbre 
a matéria, a todos os Colégas interessados 
nesse dificil capitulo da cirurgia. 

Afim de tornar o curso mais proveitoso 
e interessante, é conveniente que no fim 
de cada aula se proceda 4 uma discussao, 
em mesa redonda, sobre o assunto versado. 


President of French Section Honored: 
Professor Dr. Raymond Darget, President 
of the French Section of the International 
College of Surgeons, has been made an 
Officer of the Legion of Honor of France. 


Professor Jentzer of French Section 
Honored: Professor Albert Jentzer, a mem- 
ber of the Board of Trustees of the Inter- 
national College of Surgeons and Chairman 
for the forthcoming Congress to be held in 
Geneva, Switzerland, June 9 and 10, 1953, 
has been elected President for the year 
1953 of La Societe de Neurochirurgie de 
Langue Francaise. 


German Sectfon Holds Valuable Series of 
Postgraduate Courses: Professor Dr. A. 
Lezius, Secretary of the German Section 
of the International College of Surgeons 
and Director and Chief Surgeon of the Uni- 
versity Clinic of Hamburg-Eppendorf, re- 
ports that the postgraduate courses given 
for the International College of Surgeons’ 
applicants were highly successful. The 
participants had the opportunity to study 
twenty pneumonectomies, eighteen lobec- 
tomies, ten gastric resections, eight resec- 
tions of the rectum for carcinoma, and 
twelve major operations on the heart, in 
addition to other procedures. 


History of Israeli Section: The Israeli 
Section of the International College of 
Surgeons was founded through the initia- 
tive of Dr. G. Wolfsohn of Jerusalem in 
February 1951. A board was elected, com- 
posed of Dr. Wolfsohn, Surgeon to the 
Bikur Cholim Hospital, Jerusalem, Presi- 
dent; Dr. D. F. Peyser, Surgeon to the 
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Rothschild Hospital, Haifa, Vice Presi- 
dent; Dr. Ernest Lehmann, urologist, 
Sharon Hospital, Secretary; and Dr. Er- 
nest Wodak, otorhinologist, Hadassa Hos- 
pital, Tel Aviv, Treasurer. A first meeting 
to organize a scientific conference for the 
Fellows was held in February, 1951, at 
which Dr. E. Spira, orthopedist, Tel Ha- 
Shome Hospital, demonstrated his own 
motion picture showing his operative 
methods in the treatment of forearm frac- 
tures. Dr. Trau of Jerusalem spoke about 
ischemic contractures, and Dr. Erlik of 
Haifa’s Government Hospital discussed 
the pull-through method in rectal surgery. 
The first national conference of the Section 
was held in Tel Aviv November 20 and 21, 
1952, for the induction of new members 
and for a scientific symposium on plastic 
surgery. At a Convocation the official 
charter of the Israeli Section was present- 
ed to the President of the Chapter by Dr. 
B. Neumann, to whom it had been deliver- 
ed at a meeting in Amsterdam by the In- 
ternational Secretary General, Dr. Max 
Thorek of Chicago. It was signed by the 
President of the College, Prof. Hans Fins- 
terer, and by Dr. Thorek. 

A series of motion pictures on plastic 
surgery was presented through the cour- 
tesy of the Public Relations Department 
of the United States Embassy. The show- 
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ing of films was followed by the presenta- 
tion of scientific papers, among them one 
on the biology of transplantation written 
by the recently deceased member, Dr. H. 
Joseph of Jerusalem. 


Israel Section Holds Convocation: On 
November 20 and 21, 1952, the Israel Sec- 
tion of the International College of Sur- 
geons held a two-day meeting in Tel-Aviv, 
with a Convocation on the first day and dis- 
tribution of diplomas to new members. The 
opening address, which was in memory 
of the late Dr. Helmuth Joseph of Jeru- 
salem, was delivered by President Dr. S. 
Wolfsohn. Dr. H. Neumann, F.I.C.S., re- 
ported on the meeting of the International 
College of Surgeons in Amsterdam in the 
spring of 1952. Scientific motion pictures 
were shown through the courtesy of the 
public relations department of the United 
States Embassy. 


Israeli Hospital Celebrates Tenth Anni- 
versary: Dr. N. Feller, M.D., F.I.C.S., 
member of the Israel Section of the Inter- 
national College of Surgeons, has for- 
warded to the headquarters office the 
September issue of the Medical Journal 
Dapim Refuim, which is a special issue 
dedicated to the tenth anniversary of the 
Hasharon Hospital. 
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Medical Journalism Honor Award Estab- 
lished: The American Medical Writers’ 
Association at its ninth annual meeting 
held in St. Louis October 1, accepted a gift 
in excess of $2,000 from Harold Swanberg, 
M.D., Quincy, Illinois, Secretary of the As- 
sociation, to establish an “Honor Award 
for Distinguished Service in Medical Jour- 
nalism.” In accepting the gift it was spec- 
ified that the award (a plaque) be given 
each year at the Association’s annual 
meeting, “for accuracy, clarity and con- 
ciseness of published articles, editorials 
and other material, and/or distinguished 
and meritorious service, rendered by a 
United States or Canadian medical peri- 
odical.”” The award is akin to the Pulitzer 
Prize in Journalism which is given annual- 
ly for meritorious public service, rendered 
by a United States newspaper. Nomina- 
tions for the Award must be made in writ- 
ing and accompanied by an exhibit, in 
scrap book form, of supporting material 
as published during the preceding year 
with dates of publication. Nominations 
must be made on or before February 1 of 
each year, addressed to the Secretary. 
American Medical Writers’ Association 
(W.C.U. Building, Quincy, Illinois). All 
nominations will be evaluated by a special 
review committee which will submit rec- 
ommendations to the Association’s Awards 
Committee; this latter committee actually 
will select the winner. No medical peri- 
odical may receive the Award more than 
once ina decade. This is believed to be the 
first award for this type of medical jour- 
nalism to be established in North Ameri- 
ca and both the donor and the Association 
hold it will further aid in carrying out the 
principal object of the Association — “to 
help maintain and advance high standards 
of medical literature.” Dr. Morris Fish- 
bein of Chicago is chairman of the review 
committee for the Honor Award. 


Pan American Congress of the Medical 
Press: The International Association of 
Medical Press, in cooperation with the 
Faculty of Medical Science of Buenos 
Aires, announces the holding in Buenos 
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Aires on July 12 to 15, 1953, of the Pan 
American Medical Press. The purpose of 
the meeting is to effect coordination of 
medical journals and to promote the wider 
dissemination of scientific discoveries. All 
editors and writers of medical magazines 
will be welcomed, and may submit entries 
for the program. Concurrently, a week of 
“European Medical High Culture” is 
planned, with lecturers participating who 
will be appointed exclusively by the Euro- 
pean Faculties of Medicine. The office of 
the Congress is at the Library of the 
Faculty of Medical Science of Buenos 
Aires, Uriburu 763. Dr. Morris Fishbein of 
Chicago is President of the Associacion 
Internacional de la Prensa Medica, and 
will be one of the three Presidents of the 
Congress. Dr. Jorge Taiana, President of 
the Argentina Section of the International 
College of Surgeons, will be one of the 
Vice Presidents, representing the Cultural 
Relations Committee of the Faculty of 
Scientific Medicine of Buenos Aires. 


Sixth Pan-Pacific Surgical Congress An- 
nounced: The executive office of the Pan- 
Pacific Surgical Association announces 
that the Sixth Pan-Pacific Surgical Con- 
gress will be held in Honolulu in Novem- 
ber, 1954. Included in the scientific pro- 
gram will be sessions in all divisions of 
surgery and related fields, with papers pre- 
sented by topflight surgeons from the 
Pacific Area countries. For further in- 
formation doctors may write to the Pan- 
Pacific Surgical Association, Suite q; 
Young Building, Honolulu, Hawaii. 


“La Presse Medicale” to Award Film 
Prize: The “Annual Prize for Medico- 
Surgical Cinema” which is 100,000 francs 
in cash (with the provision that the award 
may be divided) and various other awards, 
will be given (as it was in 1952) during 
the last session of the Course of “Actuali- 
ties medico-chirurgicales” at the Faculte 
de Medicine de Paris on Tuesday, March 
24,1953. It can be awarded only to unpub- 
lished amateur films not subsidized and 
not produced by any laboratory or firm. 
The Jury will consider the didactic value 
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of the film as well as its proper cinegraphic 
quality. No restriction is placed upon type 
of film, whether sound or silent, colored 
or black and white, but only 16 mm. will 
be admitted. The latest date on which 
films can be received for judging is March 
10, 1953. Colleagues in other countries are 
advised to take advantage of the “cultural 
=" for the dispatching of their film 
bands. 


First World Congress on Fertility and 
Sterility: The First World Congress on 
Fertility and Sterility will be held on May 
25-31, 1953 at the Henry Hudson Hotel in 
New York City. This Congress is sponsor- 
ed by the International Fertility Associa- 
tion with the cooperation of the American 
Society for the Study of Sterility. 

Twenty-three scientific sessions are to 
be held, which will embrace the entire field 
of fertility and sterility, including sessions 
dealing with socio-economic factors, psy- 
chosomatic aspects and artificial insemina- 
tion. The sessions will be conducted in 
English, French and Spanish, with the use 
of earphones and simultaneous transla- 
tions, as in the United Nations meetings. 

In addition to the scientific sessions 
there will be medical round table discus- 
sions, question and answer periods, scien- 
tific exhibits and motion pictures. 

It is anticipated that 1,800 scientists 
from 51 countries will attend the Congress, 
making it the world’s largest medical meet- 
ing devoted to problems of reproduction. 
This Congress will facilitate the exchange 
of ideas and information among doctors 
from the various countries, dealing with 
the very latest conclusions from fertility 
studies. 

Since seats at the Congress will be at a 
premium, it is suggested that those who 
plan to attend write as soon as possible to 
the Chairman of the Local Arrangements 
Committee, 1160 Fifth Avenue, New York 
29, N. Y. for advance registration. 


French Gynecological Assembly Sched- 
uled in May, 1953: The French Gyneco- 
logical Society announces that there will 
be held in Bordeaux from May 25 to 28, 
1953, the French Gynecological Assembly, 
formerly called the French Gynecological 
Congress. The Assembly will be conducted 
under the patronage of the Minister of 
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Public Health and of Professor J. Guyet. 
Doctors from the United States and other 
countries are cordially invited. The Presi- 
dent of the Society is Professor André 
Chalier and the Permanent Secretary is 
Dr. Maurice Fabre. For information about 
the Assembly, address the Secretariat of 
Congress, Dr. Robert Senechal, 31, Rue 
Raynouard, Paris 16. The deadline for reg- 
istration is April 15, 1953. : 

The Honorary President of the As- 
sembly is Professor L. Massé and the Pres- 
ident is Professor J. Magendie, both of 
Bordeaux. 

The main theme will be “Sclerocystic 
Ovaritis” with discussion from the follow- 
ing standpoints: etiology, histology, physi- 
opathology, semeiology, the vascular sys- 
tem studied by the method of plastic 
molds, hormonology, psychosomatic study, 
findings furnished by celioscopy, sclero- 
cystic and pregnancy, veterinary patholo- 
gy, physiotherapic and hydromineral 
treatment, and surgical treatment — the 
latter to be presented by Professor Ame- 
line of Paris. The general speaker on the 
subject will be Dr. Albert Netter of the 
Paris Hospital. 

On the first day, Monday, May 25, there 
will be a reception at the City Hall at Noon 
by M. Chaban-Delmas, deputy mayor of 
Bordeaux, and a reception at the Faculty 
of Medicine by the President at 9:00 p.m. 
Among the other official events will be the 
dinner on Tuesday night at 8:30. 


Wayne University Holds Symposium on 
Blood: Wayne University College of Medi- 
cine sponsored its second annual sym- 
posium on blood on January 17. Dr. Walter 
H. Seegers, professor of physiology at the 
College, was chairman. Leading scientists 
from several states discussed the latest 
advances in the study of blood in their 
specialties, including biochemistry, physi- 
ology, pharmacology, biophysics and clini- 
cal medicine. 


Pharmacists Hold Centennial Conven- 
tion: More than 1500 pharmacists from 
all parts of the world met in Philadelphia 
August 17 to 22, 1952, for the convention 
of the American Pharmaceutical Associa- 
tion in observance of its 100th anniversary. 
The association was founded in 1852 by 24 
progressive pharmacists; today, a hundred 
years later, it lists a membership of over 
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25,000 from all branches of pharmacy. 
The International College of Surgeons sent 
a telegram of congratulations to be read at 
the ceremonies incident to the centennial. 
At these ceremonies Dr. Malcolm T. Mac- 
Eachern, Director of Professional Rela- 
tions, American Hospital Association, 
spoke on behalf of the domestic organiza- 
tions related to pharmacy; Dr. Leonard 
Scheele, Surgeon General, U. S. Public 
Health Service, brought the greetings of 
government agencies; and W. R. Cutler, 
President of the Pharmaceutical Associa- 
tion of Australia and New Zealand, spoke 
on behalf of all the foreign organizations 
represented. 


Mississippi Valley Medical Society An- 
nounces Essay Contest: The Thirteenth 
Annual Essay Contest of the Mississippi 
Valley Medical Society will be held in 1953. 
The Society will offer a cash prize of $100, 
a gold medal, and a certificate of award 
for the best unpublished essay on any sub- 
ject of general medical interest (including 
medical economics and education) and 
practical value to the general practitioner 
of medicine. Certificates of merit may also 
be granted to the physician whose essays 
are rated second and third best. Con- 
testants must be members of the Ameri- 
can Medical Association who are residents 
and citizens of the United States. Contri- 
butions must be typewritten in English, 
submitted in five copies, not to exceed 5000 
words, deadline May 1, 1953. For details 
write Dr. Harold Swanberg, 209-224 
W.C.U. Building, Quincy, Illinois. 


Reunion in Paris Planned by Gynecolo- 
gists and Obstetricians: An International 
Reunion is being organized by Le Syndicat 
National des Gynecologues et Obstetri- 
ciens Francais to be held in Paris May 22 
and 23, 1953, according to an announce- 
ment by the President, Dr. Maurice Fabre. 
For information write to the Secretary 
yeneral, Dr. Jacques Courtois, St-Ger- 
main-en-Laye (S. & O.), Paris, France. 


Second World Congress of Jewish Phy- 
sicians: Forty-eight physicians and one 
dentist from the United States, and one 
physician from Canada, were among those 
who attended the Second World Congress 
of Jewish Physicians which was held in 
Jerusalem from August 10 to 14, 1952. 
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Among the resolutions adopted at the Con- 
gress was one inviting medical men of 
every nationality, regardless of faith, to 
visit and become acquainted with Israel. 
There is to be direct American participa- 
tion in an Advisory Council of the Israel 
Medical Association, following a resolution 
recommending the election of one nonresi- 
dent member and one alternate from each 
country to such a council which will deal 
with nonresident membership. 

Altogether more than 300 delegates 
from 20 countries participated in the Con- 
gress which was sponsored by the Israel 
Medical Association under the patronage 
of President Chaim Weizmann and the 
first lady of Israel, Dr. Vera Weizmann, 
herself a physician. Receptions and visits 
to medical institutions and high spots 
throughout Israel followed the formal 
sessions of the Congress. The delegates 
discovered that in Israel there is great 
need for postgraduate medical schools; for 
funds for scientific research; for medical 
books, journals and instruments; for hos- 
pital facilities; and for young physicians 
to help in the development of a medical 
system. 

The work of the American Physicians 
Fellowship Committee of the Israel Medi- 
cal Association was lauded in a special 
resolution adopted by the Congress. Dr. 
Morton J. Robbins of Nashua, New Hamp- 
shire, is President, Dr. J. M. Rogoff of 
Pittsburgh is Honorary President, and Dr. 
Morris Fishbein of Chicago is Vice-Presi- 
dent of the Committee. 


Postgraduate Urological Lectures Held 
in Barcelona: The Ninth Course of Uro- 
logical Lectures for Postgraduates was 
held at the Hospital de la Santa Crux y 
San Pablo, Institute of Urology, in Bar- 
celona, Spain, during the month of Janu- 
ary 1953, according to an announcement 
received from Dr. A. Puigvert, Chief of the 
Urological Service of the hospital. 


New Jersey Gastroenterological Society 
Observes 20th Anniversary: In observance 
of its twentieth anniversary, the New Jer- 
sey Gastroenterological Society held a 
meeting on December 8, 1952. Dr. Arthur 
J. Statman of Newark is President and Dr. 
Leonard Troast of Jersey City is Secretary 
of the Society. 








New Books 





Surgical Gynecology, including Import- 
ant Obstetric Operations. A Handbook of 
Operative Surgery. By J. P. Greenhill. 
Chicago, Yearbook Publishers, 1952. Pp. 
350. Illus. by Angela Bartenbach. 

Students, general practitioners, surgical 
interns, and general surgeons will all wel- 
come this new handbook. From the author- 
ity of his wide experience in the specialty, 
the author has distilled a clarity and direct- 
ness that will assure the book’s prompt 
acceptance. 

Dr. Greenhill is Professor of Gynecology 
at the Cook County (IIl.) Graduate School 
of Medicine, and Attending Gynecologist 
at the Cook County and Michael Reese 
Hospitals of Chicago. He is also well known 
as editor of the Yearbook of Obstetrics 
and Gynecology. 

The bulk of the present work consists 
of diagrams and explanations of 81 pro- 
cedures, which are meant to include most 
of the gynecologic operations in use today. 
In addition, there are a number of other 
operations often performed in the course 
of gynecologic intervention, such as ap- 
pendectomy. hemorrhoidectomy, renvair of 
bowel and bladder iniuries, etc. Several 
obstetric procedures are also included. 

The method is to present the nrocedure 
in a set of line drawings and diagrams, 
which appear on the right page, with con- 
cise explanations on the left. Types of 
sutures are usually indicated. and pitfalls 
and their management carefully described. 

The artist. Miss Bartenbach. is to be 
commended for her efforts. Effective 
simplicity in a series of this type is hard 
to achieve, the proper sacrifice of veri- 
similitude by no means so artless as the 
results suggest. The author has made a 
special point that the drawings represent 
to his own satisfaction the exact patho- 
logic condition as seen during operation. 

Of the book’s four sections, the illus- 
trated procedures make up the last three: 
viz., vulvar and perineal operations, vaginal 
operations and abdominal operations. 

The first section comprises 86 pages of 
discussion on preoperative preparation and 
postoperative care and complications. In 
these few pages the author has succeeded 
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in collecting facts of genuine usefulness 
and has presented a well-rounded view of 
modern attitudes and developments. 

Under preoperative evaluation, he has 
included comments on diabetes, heart dis- 
ease, obesity and old age. There is also a 
short discussion of anesthetics. 

Postoperative considerations include the 
following topics: water balance, nutrition, 
shock, hemorrhage, blood transfusion, an- 
tibiotics and chemotherapy, phlebothrom- 
bosis and thrombophlebitis, pulmonary 
complications, urinary retention, urinary 
tract infections, postoperative nausea and 
vomiting, postoperative distention and par- 
alytic ileus, intestinal obstruction, wound 
complications, and postoperative peritoni- 
tis. 

Especially well done are the discussion 
of chemotherapy in pelvic procedures and 
infections of the urinary tract, with a table 
of indications for the best known anti- 
biotics. 

There is a short list of references to 
some recent publications. 

M. T. 


Diseases of the Ear, Nose, and Throat; 
Principles and Practice of Otorhinolaryn- 
gology. Clinical Technics and Procedures. 
By Francis L. Lederer. Philadelphia: F. A. 
Davis Co., 1952. 6th ed. 979 illustrations, 
20 in color. 

Some books have a vitality that tyran- 
nizes over their authors. It was so with 
Osler, whose Practice of Medicine commit- 
ted him to a lifetime of periodic revisions 
— continuing, indeed, even after the 
author’s demise. 

We are witnessing the same process in 
the career of Dr. Lederer’s well-known 
work. The sixth edition is a definitive text- 
book and an encyclopedic treatise on oto- 
laryngology today, including related sub- 
jects likely to be sought by practitioners 
or students. To hail its authority and 
comprehensiveness and to point out its 
eminence in its field is a pleasure and a 
duty. 

The new edition also proves that the 
author is aware of the responsibility and 
mission now enjoined upon him. In report- 
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ing faithfully the growth of otorhino- 
laryngology and its integration with other 
branches of medicine, he recognizes that 
one man’s knowledge is inadequate to the 
task. He has therefore included contribu- 
tions by varying colleagues on related 
specialties, and the new chapters thus con- 
tributed mark the most obvious change in 
the present edition. 

The numerous additions to Dr. Lederer’s 
own text, however, are equally, note- 
worthy. New material has been introduced 
throughout, together with considerable re- 
arrangement of chapters and headings. 
Some material, such as that on the esopha- 
gus, has been expanded from one chapter 
to two. There has also been considerable 
revision of terminology, which of course 
is inevitable and expected. Another wel- 
come improvement is the rearrangement 
and greater detail of the table of contents, 
now expanded into a much more powerful 
reference tool. 

That the present achievement is the 
fruit of continuous labor will be evident to 
those familiar with previous editions. 
Thus, the fifth edition (1946) introduced 
the impact of the new pharmacology, which 
had revolutionized the treatment of a sub- 
stantial number of clinical entities. The 
present revision strives to bring the rec- 
ord of the antibiotics up to date in every 
respect. 

Of course, the developments of particu- 
lar import to readers of this iournal are 
those dealing with the surgical treatment 
of ear, nose and throat. Here the reader 
is not disappointed, for surgical indications 
and contraindications receive careful notice 
throughout, and extensive technical out- 
lines are given for classic procedures, such 
as mastoidectomy. The author has also 
been careful to include outlines of the new 
procedures, such as fenestration, as well 
as insights on their alternatives. The 
present treatise will therefore take its 
vDlace as a valuable contribution to the 
handbook literature of a mature surgical 
specialty — one that is becoming more 
highly developed and exacting every year. 

In all these features the reader will be 
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aware of a striving toward lucidity and a 
rational organization of concepts, when a 
more arbitrary treatment, if thorough, 
might have been commendable enough. 
This is perhaps the underlying excellence 
of the work and will surely direct the de- 
velopment of future editions. Practitioners 
of today and tomorrow may well look for- 
ward to these with eagerness. 

The present edition comprises five sec- 
tions: (1) ear; (2) nose and sinuses; (3) 
mouth and pharynx; (4) larynx, trachea, 
bronchi and esophagus; (5) general and 
correlated considerations. The new chap- 
ters, which appear in the fifth section, are 
as follows: Allergy, by Max Samter; Dis- 
orders of Speech, by Herbert Baker; Oph- 
thalmology, by Helmut Blumenthal; Psy- 
chosomatics, by Mare Hollender; Roent- 
genography, by Roger Harvey and Eugene 
Elstrom; and Oncology, by Paul Szanto. 

These contributions all show extremely 
conscientious and competent treatment 
and present issues of the utmost import- 
ance. The chapter on allergy is notable for 
its treatment of testing methods, includ- 
ing intradermal tests, and its presentation 
of the rationale of antihistamine treat- 
ment. The chapter on speech disorders is 
written by a specialist in clinical speech 
pathology. The discussion of retraining 
the patient with cleft palate and the laryn- 
gectomized patient will be required reading 
for laryngologists. An interesting change 
of emphasis is seen in the chapter on psy- 
chiatric disorders, which is now titled 
“Psychosomatic Approach to Otolaryn- 
gology,” Though short, it is very sug- 
gestive. The final chapter on ontologic re- 
lations presents a truly outstanding review 
of the types of tumor encountered by the 
otolaryngologist. It is followed by 53 pages 
of excellent histologic plates. 

Apropos of plates, this edition has re- 
tained, in general, the older illustrative 
material, including the outstanding set of 
clinical photographs. It may be added that 
all the illustrations, especially those in 
color, benefit substantially from the higher 
grade of glossy bookstock. — 





Abstracts from Current Literature 





Splenic Puncture. Chatterjea, J. B.; Arrau, 
C. M., and Dameshek, W., Brit. M.J. 1:987, 
1952. 

Splenic puncture was probably first intro- 
duced toward the end of the nineteenth cen- 
tury for the diagnosis of typhoid fever. It 
has been used in the diagnosis of parasitic 
infections such as leishmaniasis, trypano- 
somiasism and malaria. More recently it has 
been used to diagnose Gaucher’s disease. 

In preparation for splenic puncture, the 
patient is given nothing by mouth for at least 
two hours before puncture. He lies supine 
on the left side of the bed, and the surgeon 
stands at his left side. The spleen is palpated; 
the outline of its lower border and the pro- 
posed site of puncture are located. The punc- 
ture is usually performed in the left upper 
quadrant, slightly below the costal arch. The 
skin overlying the spleen is painted with 
suitable surface antiseptic. Under aseptic pre- 
cautions, the skin is then infiltrated in a 
small area previously defined with 2 per cent 
procaine hydrochloride solution, a 25-gauge 
needle being used. Local anesthesia is con- 
tinued up to the peritoneal layer with a 20- 
gauge needle. The puncture is made at the 
end of inspiration, with the patient holding 
his breath. A dry 10-ml. sterile syringe is 
attached to a 20-gauge needle 6 to 8 cm. 
long. The needle is quickly pushed through 
the skin and subcutaneous tissue to the ab- 
dominal muscles. While the patient holds his 
breath in full inspiration, the needle is quickly 
pushed through the muscle and peritoneum 
directly into the substance of the spleen. 
Aspiration is made quickly and strongly, and 
the syringe, together with the needle, is im- 
mediately withdrawn. 

Splenic puncture is contraindicated in the 
presence of (1) severe hemorrhagic mani- 
festations; (2) a spleen that is apt to rup- 
ture; (a) recent septic splenomegaly, (b) in- 
fectious mononucleosis and acute _ splenic 
malaria, and (c) a painful or tender spleen 
suggestive of recent splenic infarction. 

The aspirated material is gently ejected onto 
clean glass slides, and the smears are made 
in the usual fashion. Smears are stained by 
combined Wright and Giemsa stain. 

A normal splenogram is given as well as 
splenograms for different hematological dis- 
orders, including idiopathic myelosclerosis 
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and myeloid metaplasia, granulocytic leukem- 
ia, lymphocytic leukemia and lymphosarcoma, 
reticulum cell sarcoma, polycythemia vera, 
hemolytic anemia, hypersplenic pancytopenia, 
cirrhosis of the liver, sarcoidosis and Gauch- 
er’s disease. 7 

Splenic punctures were performed in 43 
cases of splenomegaly. It is indispensable in 
the diagnosis of myeloid metaplasia. The as- 
sociation of a fibrotic or sclerotic bone mar- 
row with extensive myeloid metaplasia of the 
spleen is an absolute contraindication to 
splenectomy, the spleen in these cases rep- 
resenting the major hematopoietic tissue. 
Myeloid metaplasia of the spleen was also 
associated with polycythemia vera and chronic 
granulocytic leukemia, and in 1 case with 
cirrhosis of the liver. The increased num- 
ber of erythroblasts observed in some cases 
of chronic lymphatic leukemia, acquired 
hemolytic anemia, and cirrhosis of the liver 
is probably indicative of small ectopic foci of 
erythropoiesis. Their presence in association 
with a cellular or hypercellular marrow does 
not necessarily contraindicate splenectomy, 
and a recommendation of splenectomy in these 
cases should be based solely on the funda- 
mental disease and on the presence of asso- 
ciated hemolytic anemia. 

Splenic puncture is also very useful in the 
diagnosis of atypical or cryptic types of 
aleukemic leukemia and leukosarcoma when 
the marrow picture is not completely diag- 
nostic or may even be normal. This is true 
particularly in cases of primary lymphosar- 
coma and reticulum cell sarcoma of the spleen, 
in which splenomegaly may be the only ab- 
normal feature. 

HENRY J. ROSEVEAR, M.D. 


Progress in the Treatment of Breast Cancer. 

Smithers, D. W., Lancet 2:495, 1952. 

The author in this excellent lecture tries to 
draw a balance between the cynicism of the 
skeptic as to the value of any form of therapy 
for carcinoma of the breast and the enthusi- 
asm of those who feel that the present 
methods or any combination of them may be 
the final answer to the problem of carcinoma 
of the breast. 

The author reviews the results of various 
treatments during the past fifty years. 
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Among the accomplishments are (1) the re- 
lief of suffering and the additional comfort 
for patients under treatment, and (2) the 
definitely and statistically proved longer 
survival of patients under carefully evalu- 
ated management of cases. 

Among the causes for this increase in sur- 
vival are improved diagnosis, reduction in 
delay in starting treatment and careful selec- 
tion of the patient. 

The underlying concept with regard to 
carcinoma of the breast is not changed mar- 
kedly over this period of 50 years. The basic 
assumption is that for some unknown reason 
a cell in a woman’s breast changes—acquires 
autonomy and begins to grow without con- 
trol by direct extension to spread and to 
embolize as well. Upon this is based the 
belief that the hope of cure lies in the im- 
mediate removal of sufficient tissue to in- 
clude the whole limit of spread. Irradiation 
therapy and hormone therapy will reduce the 
rate of growth and discomfort due to spread 
beyond surgical accessibility. 

The author then goes on to list twelve prin- 
ciples to follow in the evaluation of treat- 
ment for patients with carcinoma of the 
breast. They include the various situations 
in which decision must be made and range 
from radical operation with hope of cure to 
palliation by irradiation and hormone 
therapy. 

The author philosophically concludes that 
the medical profession cannot work miracles 
in the treatment of carcinoma of the breast 
but by judicious management of the patients 
may help to prolong life and make the patient 
more comfortable. 

L. RAIDER, M.D. 


Third Generation Follow-Up in Women Re- 
ceiving Irradiation. Rubin, I. C., J. A. M. A. 
150:207, 1952. 

Dr. Rubin adds a fifth case to 4 previously 
reported of grandchildren born twenty or 
more years after irradiation to the pelvis for 
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menstrual disorders and infertility. A nullip- 
ara 33 years old became pregnant in 1923 
after irradiation with small doses over the 
ovaries. This pregnancy occurred after four- 
teen years of sterility and two marriages. 
The son had undescended testes until the age 
of 13 but was otherwise normal. The grand- 
child was apparently normal. 

Dr. Rubin comments that the changes 
occurring in experimental animals cannot be 
compared with those that take place in man. 
The principal difference is based upon the 
dosage level and the time between genera- 
tions that permit recovery. He expresses the 
opinion that the danger of change in the 
ovaries of nonpregnant women from small 
doses of irradiation has been exaggerated 
and that deleterious effects have yet to be 
proved. 

L. RAIDER, M.D. 


Observer Error in the Interpretation of Chest 
Films. Cochrane, A. L., and Garland, 
L. H., Lancet 2:505, 1952. 

This paper reviews the results of an un- 
usual survey on the interpretation of chest 
films. It compares the results obtained by a 
group of British radiologists interpreting a 
given series of films with the interpretation 
by a similar American group. The results 
are surprisingly similar. 

The objective was to check not only the 
accuracy of interpretation but the consist- 
ency of the individual workers. There was 
approximately the same rate of inconsist- 
ency in the two groups, averaging approxi- 
mately 5 per cent. The greater disagreement 
came in the interpretation of the pathologic 
picture. The American observers were more 
inclined to call borderline lesions active than 
were the British. The survey would indicate 
that among competent, well-trained investi- 
gators there is an excellent correlation in the 
interpretation of chest roentgenograms. 


L. RAIDER, M.D. 





In Memoriam 


JOSEPH DANIEL HALLINAN 
MD; FACS, F138. 

Dr. Joseph Daniel Hallinan of Richmond 
Hill, New York, Qualified Fellow and Life 
Member of the International College of Sur- 
geons, died on August 31, 1952, at the age 
of 65. 

After receiving his medical degree from 
Long Island College of Medicine in 1908, Dr. 
Hallinan served internships and residencies 
at St. John’s Hospital in Long Island City 
from 1908 to 1910 and at Misericordia Hos- 
pital in New York City from 1910 to 1912, 
and did postgraduate work at Cook County 
Hospital in 1924, at Cornell College in 1927- 
28, and at New York University in 1932-34. 
He was attending surgeon at St. John’s Hos- 
pital from 1916 to 1924, and at Mary Im- 
maculate Hospital in Jamaica from 1915 to 
1924. From 1926 to 1932 he was assistant 
attending surgeon and from 1932 to the time 
of his death was attending surgeon at 
Jamaica Hospital in Jamaica. He was chief 
of the thyroid clinic from 1932-46 and chief 
of peripheral vascular disease clinic from 
1931-46, and for several years past was Sur- 
gical Director of the hospital. 

Besides his memberships in state and local 
medical and surgical societies, and his Fel- 
lowship in the International College, Dr. 
Hallinan was a Fellow of the American 
Medical Association and of the American 
College of Surgeons. 


JAMES ARTHUR FOOTE 
M.D., A.I.C.S. 

On October 27, 1952, Dr. James Arthur 
Foote of Lincoln Park, Michigan, died of 
adenocarcinoma of the brain. He was 56 
years old. He graduated with an M.D. degree 
from Wayne University Medical School in 
1923, interned at Receiving Hospital, Detroit, 
and had a five-year surgical residency at 
Delray General Hospital from 1924 to 1929. 
Since 1930 he had been senior attending sur- 
geon at Wyandotte General Hospital. Dr. 
Foote was admitted to Associate membership 
in the International College of Surgeons in 
1946. 
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HELLMUTH JOSEPH 
MD: F.LCS 

Dr. Hellmuth Joseph died at Jerusalem on 
August 22, 1952, at the age of 71. He had 
been in Jerusalem since 1935, working for 
several years as a surgeon of the Sick Fund 
of Jewish workers. He was highly esteemed 
as a consultant and a member of the staff of 
that organization. He was to have given a 
lecture on plastic surgery of the face at the 
forthcoming meeting of the Israeli Section of 
the International College of Surgeons. 

Dr. Joseph was a pupil of the famous sur- 
geon James Israel. After working a number 
of years at his hospital he went to Cologne 
where he had an extensive surgical practice. 
During World War I he was in charge of a 
large hospital for jaw injuries and performed 
a great number of plastic operations. He was 
the author of a number of excellent papers 
concerned with plastic surgery. 


WILLIAM ALVAH PARKS 
M.D., F.A.C.S., F.I.C.S. 

After a long illness, Dr. William Alvah 
Parks of Akron, Ohio, died on October 11, 
1951, at the age of 65. Dr. Parks received 
his M.D. degree from Rush Medical College 
in 1909, served his internship at Akron City 
Hospital, and was since 1911 a member of 
the surgical staff of that hospital. He was 
also orthopedic surgeon on the senior staff of 
St. Thomas Hospital, Akron, since its opening 
in 1928. He specialized in orthopedic and trau- 
matic surgery. 


HERBERT ALLEN BLACK 
MD. FACS, F.LC.S: 

Dr. Herbert Allen Black of Pueblo, Colo- 
rado, among the founders of the Pueblo 
Clinic, died at the age of 78 on Aug. 7, 1952. 
He received his M.D. degree from the Medical 
School of Maine in 1898. He was a past presi- 
dent of the Colorado Hospital Association and 
a trustee of the Midwest Hospital Association, 
and was also Medical Director and one of the 
founders of Parkview Hospital. 
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POSTGRADUATE COURSES — WINTER 1952-53 


SURGERY .. . Intensive Course in Surgical Technic, Two Weeks, starting Feb. 2, Feb. 16, Mar. 2 
Surgical Technic, Surgical Anatomy & Clinical Surgery, Four Weeks, starting Mar. 2 
Surgical Anatomy & Clinical Surgery, Two Weeks, starting March 16 
Basic Principles in General Surgery, Two Weeks, starting March 30 
Gallbladder Surgery, Ten Hours, starting April 20 
Surgery of Colon & Rectum, One Week, starting March 2 
General Surgery, One Week, starting February 9 
General Surgery, Two Weeks, starting April 20 
Fractures & Traumatic Surgery, Two Weeks, starting March 2 


GYNECOLOGY _. Intensive Course, Two Weeks, starting February 16 
Vaginal Approach to Pelvic Surgery, One Week, starting March 2 


OBSTRETRICS _ . Intensive Course, Two Weeks, starting March 2 
PEDIATRICS . . Intensive Course, Two Weeks, starting April 6 


MEDICINE... . . _ Intensive General Course, Two Weeks, starting May 4 
Electrocardiography & Heart Disease, Two Weeks, starting March 16 
Allergy, One Month & Six Months, by appointment 


UROLOGY .. . . Intensive Course, Two Weeks, starting April 13 
Ten-Day Practical Course in Cystoscopy, starting every two weeks 


DERMATOLOGY . Intensive Course, ‘Two Weeks, starting May 11 
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VISION is as undesirable in 


medical journalism as it is in human beings. 
That is why doctors all over the world are so 
unanimous in their praise for Medicine Illus- 
trated. 


Medicine Illustrated ,, ojear- 


sighted. It presents cogent, authentic facts and 
theories in a clear easy-to-read style. Its con- 
tents can be readily absorbed by busy men and 
the many sharp photographs in each issue make 
This is one of six photographs illustrating a short article on the it the leading illustrated medical journal avail- 


use of cortisone in diseases of the eye which appeared in a able anywhere. 


recent issue. - 
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